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Volume 1: Introduction
INTRODUCTION TO VOLUME I OF THE PORTFOLIO
This portfolio consists of two volumes, both containing a selection of work 
completed during the Doctorate of Psychology (PsychD) clinical training course.
This document is Volume I of the portfolio of work completed as part of the 
Psycho in Clinical Psychology. This volume contains an academic dossier, a 
clinical dossier and a research dossier. The academic dossier comprises of two 
essays, three Problem Based Learning (PBL) reflective accounts and two 
summaries of Case Discussion Group (CDG) process accounts. The clinical 
dossier comprises of summaries of the placements undertaken and four 
summaries relating to the case reports presented in volume II. The research 
dossier comprises a research log, an abstract from a qualitative project 
completed in year I, a Service Related Research Project (SRRP) carried out in 
year I and a Major Research Project (MRP) carried out in year III.
Each piece of work will be contained, in that it will include the relevant references 
and appendices.
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ACADEMIC DOSSIER
OVERVIEW
This section contains one essay from the first core client group (adult mental 
health) studied during the first year of training. The second essay centred on a 
professional issues topic and was completed during the second year of training.
The academic dossier also contains three PBL reflective accounts, one for each 
year of training. Finally it includes two summaries of process accounts of CDGs, 
relating to years I and II of training. The full case discussion group process 
accounts can be found in Volume II of the portfolio.
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To what extent is membership of an ethnic minority group 
influential in the process of diagnosis and treatment of people 
experiencing depression?
Adult Mental Health Essay 
December 2007
Year I
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Introduction
The essay title is curious and offers a variety of interpretations hidden in its 
ambiguity. Firstly, it invites me to decide whether the essay should be from 
the perspective of a client, or the therapist, or both. I have chosen to 
present the essay from the point of view that it is the client who is a 
member of an ethnic minority group. Perhaps what drew me to this title 
over the others is of personal significance, being from a multicultural family 
and having lived and worked in countries in the Far East and West Africa 
where culture and society is vastly different to that of the UK. Essentially, I 
have experienced being an ethnic minority member in the opposite context 
and hence was eager to explore the essay from a clients' perspective in the 
UK. I chose to focus on depression rather than psychosis, as I was less 
aware of current research linking ethnicity to depression and felt this would 
balance out my motivations and be beneficial for my development as a 
trainee.
As for the content, I will begin with a discussion on what is meant by an 
ethnic minority group and by the term depression. I will then present my 
view of how ethnicity affects the diagnostic process, initiated with a brief 
health warning about the implications of racial stereotyping. Following this I 
will focus on presentation of symptoms and the formulation process of 
depression. The second half of the essay will be about the treatment 
process, looking closely at the influence of ethnicity on help-seeking 
behaviour and psychological treatments. Finally I will end the essay with a 
reflective account containing my thoughts about finishing the essay and a 
conclusion.
What is an ethnic minority group?
The term ‘ethnicity’ means ‘people or nation' (ethnos; Franklin, 1999) and is 
increasingly being used as ‘a key variable to describe health data’ (Senior 
& Bhopal, p327). On closer inspection, the concept of ethnicity is not simple 
or easy to understand. Firstly, ethnic minority status does not account for 
changes over time and context. Secondly, there are a number of different 
terms which are used to described groups or people. McKenzie and 
Crowcroft (1996) highlight a good example of this:
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'...a Black Baptist born in the UK whose parents were born in Jamaica 
might be caiied Afro-Caribbean, black British, of Caribbean origin UK born, 
West Indian, and of course, Jamaican' (McKenzie & Crowcroft, 1996, 
p i 054)
Furthermore, ethnic categorization does not inform us of whether the 
individual is of first or second generation descent, not to mention the 
migrant status of the individual. Given our multicultural climate, the 
meaning of ethnicity is a source of continuing debate and is also likely to 
change with national trends and politics. For example, the Irish have only 
recently be recognized as an ethnic minority in the UK. Although the 
National Institute for Mental Health has advised that ethnicity should be 
self-identified (2001), this does not always happen in the process of 
research. McKenzie and Crowcroft (1996) point out this leaves many 
researchers in the position of assigning membership of an ethnic minority 
group on an informal basis in order to have 'comparable data'. Indeed, 
defining an ethnic minority group is problematic due to the lack of 
consensus. Despite these issues it was necessary for me to attach myself 
to a concrete definition for the purpose of this essay. Furthermore, I have 
selected a particular ethnic minority group (African-Caribbean’s) when 
specific examples are needed. The definition I am following regarding an 
ethnic minority group is:
‘Those with a cultural heritage distinct from the majority population' 
(Manthorpe & Hettiaratchy, 1993 as cited in Ong, 2001, p7).
What is Depression?
Depression is a term used both clinically and in everyday discourse 
(Valente, 1994) to describe a host of unpleasant feelings which people 
experience, ranging from a low mood to describing a situational feeling 
(Keller & Nesse, 2005). When depression is considered clinically significant 
is it quite different from these common experiences (Valente, 1994). A 
person may be diagnosed with clinical depression if they are experiencing 
depressed mood or loss of interest and pleasure plus at least five other 
adverse feelings during a two-week period or longer (DSM-IV-TR; 
American Psychological Association, 2000). When depression is at its 
worst, it can make people withdraw from ordinary pleasures and
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concentration may become very poor (APA, 2000). Some people with 
depression report a sense of hopelessness and can experience suicidal 
feelings or ideations as a result (APA, 2000). Clinical depression can occur 
alongside different disorders (Sanderson et al., 1990) and be multifaceted 
in its presentation (Akiskal & Benazzi, 2005). It is probably fair to say 
depression does not occur in every country across the world in the way we 
view it in the West. Other cultures may label it as something different. For 
example, Kleinman (1980, as cited in Bentall, 2003) found Western 
depression and a Chinese condition called Neurasthenia to be the same 
manifestation. Given this, I question how useful our depression label is. 
This essay is however, directed by the title and the focus of this essay will 
therefore follow the DSM-IV-TR definition of depression.
According to the Office for National Statistics (2006) clinical depression is 
experienced by ten per cent of the British Population at any one time. 
Depression is a diagnosis of increasing popularity, and was ‘once referred 
to as the common cold of psychiatry' (Seligman, 1975 as cited in Hawton et 
al., 1992).
According to the Department of Health (2003) there are thought to be more 
than '6 million people in England who are designated as being from minority 
ethnic groups' (p9). Much of our current knowledge of depression in UK 
African-Caribbean people relies on limited research showing inconsistent 
results. I feel such statistics often lead to misdiagnosis, as clinicians are 
informed by research and policy. In order to avoid statistical discrimination 
I have therefore not included any data displaying suggested prevalence 
rates of depression in this population. Chakraborty and McKenzie (2002) 
point out flaws in early studies, but then highlight more recent studies which 
have attempted to advocate more rigorous methodology. More recent 
studies tend to suggest a high prevalence of depression in African- 
Caribbean populations (Nazroo, 1997 as cited in Chakraborty & McKenzie,
2002). Interestingly, it is also thought that depression is ‘under-recognised 
and undertreated in African-Caribbeans, especially in primary care' (Ahmed 
& Bhugra, 2006, p417).
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To what extent is membership of an ethnic minority group infiuential 
in the process of diagnosis of peopie experiencing depression?
In the recent Inside Outside UK national initiative (Department of Health,
2003) a ‘well-established link’ (p9) between health care disparities and 
ethnicity is claimed and structures are recommended which target this. I 
question the wider implications of producing such documents as it appears 
to suggest people should be viewed differently according to their ethnic 
status. As Lewis-Fernandez and Diaz (2002) rightly point out, even people 
who share the same ethnic minority status can differ, as ethnic groups are 
‘culturally heterogeneous’ (p273). As noted above, membership of an 
ethnic group is not a static thing and there are vast differences within an 
‘ethnic group’ as well as outside of it. I can relate to this as I often have 
difficulties when completing the ethnic status box on equal opportunities 
forms. Although I would class myself as 'white-British' my father is Italian- 
American and my mother is Swiss, hence I have four passports. I normally 
choose to categorize myself as British however this sometimes changes to 
‘white-other’ or ‘white-American’ depending on where I have been living. 
Considering my experiences, I am unsure how representative ethnic 
classification systems are and personally I do not hold much confidence in 
them.
Given the increasingly multicultural climate of the UK it may not always be 
accurate to state that white people are of the dominant origin however 
statistically that is currently the case. This means that the relatively recent 
surge in interest and attention on differences of ethnic groups in mental 
health is often taken from an essentialist perspective, where personal 
characteristics are viewed as fixed (Giles & Middleton, 1999). Thus, 
differences are observed from ‘my’ or ‘our’ perspective. Claims made in 
research detailing differences between ethnic groups also encourage 
categorizing of individuals, which simply creates an ‘othering’ between 
groups (Grove & Zwi, 2005, p i933). There is a concern for me that by 
focusing on the differences between African-Caribbean’s and whites, or any 
other ‘ethnic minority’ simply serves to reinforce the idea of racial 
differences and segregation. Institutional racism is a form of discrimination 
(McKenzie, 1999; McKenzie & Bhui, 2007) which stems from the notion that 
groups should be treated differently according to ‘phenotypic difference’
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(Chakraborty & McKenzie, 2002, p475). It has been suggested that it is 
widespread in the UK (Modood et al., 1997). It seems to me that if we are 
to ‘reduce and eventually eradicate such [racial] disparities in health care’; 
concordant with the aims of the recent Department of Health initiative 
(2003, p6), we all need to look at the way we are talking and presenting our 
ideas around this.
For the reasons just discussed I will now attempt to present a view that is 
balanced and allows disparities of depression in African-Caribbean people 
to be seen in a relational context. Whilst I will describe potential areas of 
difference, the aim is not to stereotype people according to their ethnicity.
Presentation of symptoms
The bodily styles of experiencing and expressing distress may be different 
for some people of African-Caribbean origin living in the UK than people 
from other ethnic backgrounds. Some studies suggest they experience and 
present more somatic symptoms of depression, for example headaches, 
achy limbs (Comino et al., 2001; Shaw et al., 1999). Some suggest 
expressions of distress differ, and can take the form of cultural metaphors 
(Comino et al., 2001 ; Ahmed & Bhugra, 2006). If clinicians do not recognize 
somatic symptoms as signs of distress I imagine some clients may be left 
feeling quite frustrated.
For us, as therapists, this does make the process of diagnosis more 
complex. An awareness of the possibility of somatic presentations, with a 
view to enquiring about the clients understanding of them seems helpful. 
An approach for the assessment and understanding of somatic symptoms 
of depression and idioms of distress has been developed (Lewis- 
Fernandez & Diaz, 2002). There have also been attempts at identifying the 
core symptoms of depression across different ethnic groups, although the 
last one is most probably outdated now. In their large cross-cultural study, 
Jablensky et al., (1981 as cited in Bhugra & Ayonrinde, 2004) found nine 
common international symptoms of depression; sadness, joylessness, 
anxiety, tension, lack of energy, loss of interest, poor concentration and 
ideas of insufficiency, inadequacy and worthlessness (pi 3). Perhaps doing
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more studies like this could help us in developing a more global approach 
to symptom recognition.
Despite the evidence, I do believe that symptom presentation of depression 
can vary for a number of reasons completely unrelated to an individual’s 
ethnic minority status. Children were once considered a difficult and under 
diagnosed population as they often present with somatic symptoms [e.g. 
failure to make expected weight gains in very young children'; Carson & 
Cantwell, 1980) which makes it difficult to diagnose. Rating scales and 
measures have since been devised which are appropriate for different age 
groups, and enable diagnoses to be made (Goodyer, 2001 ; Goodyer et al.,
2001). People living with Human Immunodeficiency Virus (HIV) may also 
present with somatic symptoms reflective of depression (Kalichman et al.,
2000). Kalichman et al. (2000) suggest available methods for 
‘distinguishing overlapping symptoms’ (p i) should be utilised when 
assessing such individuals. It seems obvious to me that we have to adapt 
standard methods of recognizing depressive symptoms when dealing with 
the diversity that naturally occurs in human beings.
Language is also thought to be a potential barrier (Unutuzer, 2002) in the 
diagnostic process of depression. African-Caribbean people may not 
always speak clear English but speak multiple local languages or with an 
accent. Whilst I know this happens, I could not find any research 
investigating the percentages of African-Caribbean people in the UK and 
their language abilities. This so-called barrier could therefore be perceived 
rather than actual. However, I will briefly discuss methods to work with this 
in the clinical context. As stated in the aforementioned Inside Outside 
document (2003) mental health services now aim to be ‘culturally capable’, 
which includes tackling difficulties with language. There is no doubt in my 
mind that communication is a key element in diagnosis, and I know from 
personal experience that not being able to communicate in a locally 
understood language can cause people to feel isolated. Thus, ensuring 
language access for people who speak a language other than English 
through appropriate interpreting/translating services is crucial. However, I 
do feel that this parallels a need for people who have other difficulties with 
language. For example, I am sure it can be difficult to identify depression in 
individuals who have suffered severely dehabilitating strokes or physical
ÎÔT
Volume 1 : Academic Dossier Adult Mental Health Essay
injuries where speech is severely impaired. My point is that there are an 
array of factors which influence the way people talk about their difficulties 
and how they are understood by clinicians. Not being able to speak the 
English language in a clear English accent is simply one of those factors. I 
feel the issue raised here is more related to how we work with diversity 
rather than how we work with ethnicity.
Formulation
As a trainee clinical psychologist involved in the diagnostic process of 
depression I am also concerned with the formulation process and how this 
is affected. The beliefs people have about the nature and causes of 
depression do differ between cultures. For example, Bhugra (2004) 
identified some cultures that view depression as ‘part of life’s ups and 
downs’, rather than a 'treatable' condition. From this perspective, many 
psychological models which aid us in understanding depression can 
account for the differing beliefs and experiences of people. For example, 
the Cognitive model of depression (Beck, 1967, 1976) suggests early 
experiences lead individuals to develop beliefs or 'schemata' about 
themselves and the world. These assumptions are thought to cause 
negative automatic thoughts which perpetuate symptoms of depression on 
five different levels; behavioural, motivational, affective, cognitive and 
somatic (Beck, 1976; Hawton et al., 1992). Despite this model being quite 
flexible at face value, the 'depressive triad' (Beck, 1976; Hawton et al., 
1992) is centred on and predominantly led by the beliefs and experiences 
of the individual, and may not fit with other cultural norms. 'Social networks' 
often play an important part in the belief systems of ethnic minority 
members (Bhugra & Ayonrinde, 2004). Therefore, thinking more 
systemically may be particularly useful when considering individuals from 
ethnic minority groups.
However, we do need to be cautious in making assumptions about what 
beliefs people from ethnic minorities have. There is a danger that in doing 
so, we may be able to formulate quicker but may also cause considerable 
distress to the client. I recently attended a mental health awareness course 
as part of my placement where an African Caribbean service user came to 
talk to us about her experiences of being in the mental health system. She
— ^ --------------------------------------------------------n r
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described her first traumatic admission to hospital after a close suicide 
attempt at the age of nineteen. She told us it was persistently assumed by 
mental health staff that she had attempted suicide because she did not 
understand or fit in with the predominantly white community in her area. 
She told us how upset and misunderstood this made her feel, as this was 
not the case at all. This makes me realize that whilst having an awareness 
of cultural beliefs can be helpful, assuming beliefs because of ethnicity is 
extremely unhelpful. Upon reflection, this highlights to me the importance of 
gathering service-user feedback in clinical practice.
The question I see appearing is how we as clinicians in the UK can best 
explore the beliefs, experiences and background of the multicultural 
population we are working with in order to diagnose appropriately. If 
depression is viewed in this way, as clinicians we do need "a systematic 
method for eliciting and evaluating cultural information in the clinical 
encounter’ (Lewis-Fernandez & Diaz, 2002 p272). There is a paucity of 
information debating ways to take this forward and models to encapsulate 
these ideas are currently being developed and tested in the USA. One 
such model is the Cultural Formulation model (Lewis-Fernandez & Diaz,
2002) which is an expansion on the depression guidelines, published in the 
DSM-IV-TR. The model consists of five components; assessing cultural 
identity, cultural explanations of the illness, cultural factors related to the 
psychosocial environment and levels of functioning, cultural elements of the 
clinician-client relationship and the overall impact of culture on diagnosis 
and care (p275). I find this model very inclusive as it can still elicit very 
useful information about culturally-based norms, values and behaviours 
even when there is no ethnic difference between the clinician and the client 
(p273). Whilst cultural differences exist within an ethnic group, they are not 
necessarily ethnicity-bound and can equally be associated with an 
individual’s age, gender, socioeconomic status, educational background, 
family status and wider social network (Ahmed & Bhugra, 2006). If this is 
the case, then I would say that it is important for clinicians to have a very 
exploratory and curious approach when assessing and diagnosing an 
individual in a mental health service, whether they are from an ethnic 
minority or not.
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To what extent is membership of an ethnic minority group influential 
in the process of treatment of people experiencing depression?
Some people with depression get better without any treatment. However, 
living with depression can be difficult and affect many areas of an 
individuals’ life, including relationships, employment, and their physical 
health (Katon, 2003). Therefore, many people with depression opt to try 
some form of treatment. This process usually begins at primary care level. 
Following this, a collaborative decision is made between the individual and 
the clinician as to which treatment suits them. Cooper et al. (1993) found 
African-Caribbean people were less 'tolerant' to antidepressant medication 
than 'white persons' in their study. Therefore this section of this essay will 
focus on the process of psychological treatments of depression.
Treatments vary and have altered radically with the growing use of 
Cognitive Behavioural Therapy (CBT) which is based on the ‘scientist- 
practitioner model and routinely offers outcome data’ (Whitfield & Williams, 
2003, p21). In CBT, as with other talking therapies, treatment typically 
involves seeing a therapist for a number of sessions on a regular basis.
Seeking help
There appear to be two main potential barriers when it comes to the 
treatment of depressed clients from ethnic minorities. Firstly, the help- 
seeking behaviours of African-Caribbean and other ethnic minority groups 
have attracted considerable attention in the research domain. Although the 
literature is small, members of the African-Caribbean population are 
thought to be more likely to present to services when at a crisis point (Bhui 
et al., 2003).
Whilst reading a mountain of papers listing reasons why the help-seeking 
behaviour of people from ethnic minorities is so ‘different’, a few ideas 
sprung to my mind. From my own experience when people are very 
depressed they may struggle to get motivated and make less use of the 
support available to them. Moreover, I wonder whether it is a possibility that 
African-Caribbeans do not approach services as much because of negative 
experiences of the UK mental health system. I recall seeing an elderly 
Jamaican gentleman for an assessment last year whilst working as an 
Assistant in a Clinical Health department. Following the very limited referral
13%
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information I had, I elicited his ideas about what had brought him to our 
service. He told me that he had felt unable to cope with his low mood and 
intrusive thoughts for some time, however he did not feel able to seek help 
because a family member of his had been treated unfairly by mental health 
staff before. Perhaps the reasons for people not accessing treatment are 
simpler than we think. In their study of reasons for exclusion of African- 
Caribbean people in mental health services, Mclean et al. (2003) found the 
types of interactions between staff and patients strongly related to 
disparities in treatment (p26). Maclean et al. (2003) recommend positive, 
non-judgmental interactions as the first step on the path to social inclusion 
of mental health services. Their study reminded me of a report I read 
recently on placement about 'Circles of Fear' (Salisbury Centre for Mental 
Health, 2002) which can occur in mental health services. This report found 
that people from ethnic minorities tend to have a more negative experience 
of the mental health system. People may then fear the consequences of 
becoming involved with it and avoid contact. This leads me to believe that 
we (the health service) are very much part of the reason why such 
individuals may not seek help.
I also think geography may also be a reason for varying help-seeking 
behaviour. People living in rural areas are thought to be at risk of facing 
isolation and discrimination in mental health treatment (Barry et al., 2000). I 
do think there is something valuable about looking at populations which 
services are not reaching. However, it has just struck me that writing about 
the help-seeking behaviour of people can come across as quite blaming 
and puts the responsibility very much with the individual. Whatever the 
reason, if minority members are less likely to get appropriate care, I feel the 
focus should be on how to engage different members of society in effective 
care for depression. One study suggests that the majority of people who 
are depressed do want some form of help, including those from ethnic 
minority backgrounds (Dwight-Johnson et al., 2000). What I find particularly 
interesting is that the desire for help seems to be related to the severity of 
the depression in precedence of their ethnic minority status. Thus it 
appears that ethnicity, severity of depression, geographical location, 
previous experiences with the mental health system and beliefs about what 
help is available all influence help-seeking behaviour.
14
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Psychological Treatment
The second claimed disparity concerns the treatment of African-Caribbean 
people who are depressed; including attendance rates, outcomes of 
treatment, access to non-drug treatments and incompletion of treatment 
(Bhugra & Ayonrinde, 2004; Foolchand, 2006; Mclean et al., 2003, p24). 
Given that the search for a biological cause for disparities in treatment 
success rates has not been fruitful we must turn our focus to other 
explanations. As the relationship between the therapist and client is a key 
component of treatment outcome, I am going to focus on those 
explanations which link to the therapeutic alliance.
There are few empirical studies which explore how ethnic differences affect 
the therapeutic alliance and these have consisted mostly of client 
preferences. Davidson (1987) points out that cultural unfamiliarity may 
prevent some African-Caribbean people continuing with psychological 
treatment. Uhlemann et al. (2004) looked at how being an ethnic minority 
therapist affected relationships in a counselling setting. They found ethnic 
minority counsellors were 'perceived more favourably' (p247) than white- 
Caucasian counsellors. Most students believed therapists were less able to 
understand or empathize with them if the therapist was ethnically different. 
In another study using meta-analysis Coleman et al. (1995) surveyed 
studies comparing ethnic minority clients’ preferences of therapists, being 
ethnically similar or ethnically dissimilar. They found that in most cases 
clients preferred therapists of similar ethnic background, particularly those 
with strong cultural attachments. I acknowledge that this may be something 
to be aware of as a therapist. However I do not think this in itself would put 
people off psychological treatment. It might be useful for us as therapists to 
address this issue and to do so early on in the treatment process. One way 
of doing this could be to address any obvious ethnic differences and 
explore together how it may affect the given relationship. This may also 
help the process of understanding which is deemed very important in 
strengthening the therapeutic alliance.
Whilst this is something I will try and be aware of in my practice, I also feel 
it is important to present this discussion in a realistic context. From my 
experience as a trainee, the age and amount of experience a therapist has 
is far more valuable and influential than the ethnic status of a therapist. One
 -
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lady I saw recently had difficulty accepting me as her therapist for the 
simple fact that she worried about how much I would be able to help her in 
comparison to a qualified clinical psychologist. There was also an ethnic 
difference between us but this did not cause her concern. Similarly, 
Coleman et al. (1995) asked client individuals in their study to list the 
characteristics of a competent therapist in order of importance. Sure 
enough, they found that people placed ethnic similarity below that of other 
characteristics such as educational ability, maturity, gender, personality and 
attitude. I think this illuminates just how important it is for us to tailor the 
treatment process to the individual needs and concerns of the client.
Is a more holistic approach to psychological treatment of depression the 
answer? I do wonder whether CBT, the current preferred model of 
treatment, will soon lose its popularity. The somewhat prescriptive nature of 
CBT for depression may mean the varying needs of people in our 
multicultural climate are not being met. Rather than creating new and 
separate treatment models or services for ethnic minority clients, perhaps 
we should be embracing ones which encourage clients to lead the 
treatment. One model I find demonstrates this is the Recovery model. 
Recovery from mental illness is seen as a personal journey and the unique 
experiences of each individual are valued and explored (Jacobson & 
Greenley, 2001). Treatment using this model works around helping the 
client gain hope, a secure base, supportive relationships, social inclusion, 
coping skills, and finding meaning to their experiences (Jacobson & 
Greenley, 2001). Although used more with individuals experiencing major 
mental health problems, I think the principles are very inclusive and useful 
for the treatment of any mental health problem, including depression. Other 
approaches which hold credibility for the treatment of depression in ethnic 
minority groups are interpersonal therapy and psychotherapy (Earlise, 
2007).
Reflective statement
As a current trainee on my adult mental health placement, this essay Is 
likely to provide a subjective and relatively inexperienced view. I am also 
aware that I am at the beginning of my first placement, in a service which 
very much promotes recovery from mental Illness through understanding 
the individual rather than categorically through their 'psychiatric label'.
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Whilst this may have had an Influence over my stance towards the essay 
topic, I have witnessed the positive effects in my clinical work of not 
categorizing people and feel that this has indicated some valid concerns. 
Upon finishing this essay it came to mind that the structure and content of 
my essay may be a reflection of the ideas and questions I have been 
grappling with as part of my practice on placement. However, these ideas 
are by no means a closed deal and I continue to work with them in an 
applied context. Furthermore, I acknowledge that had I chosen to present 
this essay assuming that It was the therapist who was a member of an 
ethnic minority, my essay and conclusions may be very different. How will 
writing this essay affect my practice as a Trainee Clinical psychologist? I do 
feel we are in a contentious situation. If we treat people differently 
according to any issue of diversity we run the risk of perpetuating 
Institutional racism. On the other side of the coin. If we work with everybody 
In exactly the same way and try and fit people In to 'Eurocentric' systems 
(Sashldharan & Francis, 1999) then we run the risk of Ignoring Important 
cultural differences. What I will take from this Is the Importance of being 
sensitive to people’s backgrounds and experiences and investigation of 
what makes them who they are. I will definitely attempt to bring more 
flexibility, curiosity and receptiveness to my practice and acknowledge 
when there is a noticeable difference between myself and the client in the 
therapeutic setting.
Conclusion
In conclusion, membership of an ethnic minority group may influence the 
diagnosis and treatment process in how people experience depression, 
present to services and possibly how they proceed with psychological 
treatments. If we are to diagnose and treat depression through a 
Eurocentric lens, we should be embracing the use of models which allow 
for cultural diversity in the diagnosis and treatment of depression. However, 
as I hope I have demonstrated in my writing, no two people in a therapeutic 
setting will ever be exactly the same. So how useful is it to continually focus 
on ethnic differences when they are just one drop in the ocean of diversity? 
Perhaps instead we need a shift in the dominant discourses and practices 
surrounding ethnic differences in mental health?
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Introduction
As a second year trainee clinical psychologist, I have to admit that this 
essay will not provide an objective perspective on leadership. At present, it 
is a 'hot topic' in clinical training. Therefore I want to be transparent about 
how I position myself around the topic of leadership, before and after writing 
it. My own experience of being a leader within a professional context is 
limited; therefore I have chosen to write from more of a follower 
perspective. Consequently I have drawn from my own experiences of being 
led to support critical evaluations. Essentially my eagerness to develop my 
own leadership skills drew me to choose this essay which may also impact 
upon how I have constructed it. At the end I will revisit my position and 
reflect on what I have learnt through the process of writing this essay. It is 
also worth noting that the essay will present ideas about clinical leadership 
from quite a general perspective. I decided this partly because of lack of 
relevant literature, and partly because the essay question also appears to 
leave this open to interpretation. However, when possible I have 
endeavoured to apply ideas to a clinical psychologist’s position.
The essay will begin by placing clinical leadership in context, and focuses 
on the driving forces behind it. The next section aims to define leadership 
by comparing it to management. The subtle differences will be teased out 
and a more specific definition of clinical leadership will be presented. Next, 
different themes and approaches to clinical leadership will be considered. 
Following this, the essay will briefly consider the usefulness of clinical 
leadership to service users. Finally, I will end the essay with a conclusion 
and some personal reflections. Whilst the essay will not reach a definitive 
conclusion, it will hopefully raise some interesting debates and ideas which 
illustrate how clinical leadership is an evolving issue. As such, it poses 
more questions than answers.
Clinical leadership -  why now?
At present, health care services are being reformed on a national scale. 
This reform has been driven by a number of different visions, such as 
'public/private partnerships', 'managed care' and 'integrated care' (Ham,
2003). At the heart of this reform, however, is the need for a more user- 
focused NHS (Department of Health, 2000). As such, major changes are 
being made to how 'services are delivered' and this has affected the 'roles
24
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of all health care professionals' (Department of Health, 2007). The need for 
improved leadership was originally proposed in the document entitled 
Shifting the Balance of Power back in the NHS (Department of Health,
2001):
'The NHS Pian sets out a long term programme for reform and 
performance improvement within the NHS. Reform to address those issues 
which reaily affect patients, reform to empower patients to have a greater 
say in their care and the development of their local services. Reform in the 
NHS has to come from within the NHS. The balance of power must be 
shifted towards frontline staff who understand patients' needs and concerns 
(Department of Health, 2001, p5)
More recently, the need for stronger leadership was reiterated by Lord 
Darzi in Our NHS our future: Interim report (Department of Health, 2007). 
Psychologists are now required to adopt 'greater leadership roles' at both 
organisational level, and within teams (clinical leadership). This is clearly 
emphasised in the New Ways of Working document; Organising, Managing 
and Leading Psychoiogical Services (British Psychological Society, 2007).
This document was published on behalf of the National Institute of Mental 
Health in England (NIMHE) with the aim of informing the way forward with 
organising and developing psychological services. It was developed 
following increasing demand by service users and carers for adequate 
access to psychological therapies. As such, leadership skills are being 
developed in psychologists at all levels from band 6 (pre-qualification level) 
right through to bands 8 and 9 (consultant and executive levels; 
Department of Health, 2007). Appropriate leadership training programmes 
are just beginning, but will be offered in 'abundance' in 2009 (NHS 
Confederation, 2008). In the light of these changes and developments, the 
need to clarify our understanding of leadership has never been greater.
Defining leadership
Defining leadership and moreover clinical leadership has proved to be a 
challenge. Through the years, it seems to have been defined slightly 
differently in every piece of literature. Within much of the literature, the term 
‘leadership’ is often cited alongside the term ‘management’ (Goodwin,
2006) which seems to cause confusion. As such, this section seeks to 
differentiate between these terms and establish a workable definition.
" - ZT
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There appear to be two key differences which differentiate leadership from 
management. Firstly, one difference is that leaders have a vision, which 
they use to guide their followers in a specific direction (Goodwin, 2006). 
According to McSherry and Pearce (2007) this vision is thought to be 
attuned to the political and business context within which their service lies. 
Managers, on the other hand, do not tend to have a vision. Instead, they 
are driven more by the everyday running and problem-solving needs of the 
organisation. A more concise description of this difference is presented 
below:
"Leadership is of the spirit, compounded of personality and vision; its 
practice is an art. Management is of mind, a matter of accurate 
calculation....its practice is a science. Managers are necessary; leaders are 
essential” (Slim 1996, as cited in McSherry & Pearce, 2007, p i 29)
Aside from having a vision, another key difference between management 
and leadership is the type of relationship each has with the people around 
them. The leader, in this process of leading his/her followers, is involved in 
a two-way dynamic process which requires emotional attunement (Winston 
& Patterson, 2005). In contrast, managers sustain differing levels of 
emotional involvement with their staff (Simon, 1987) and have more of an 
authoritarian influence (Goodwin, 2006). Reflecting on these differences 
has made me consider the use of power in management and leadership. It 
seems to me that it is necessary for management to utilise the power they 
hold from their position or ‘title’. Leaders, on the other hand, use power 
which is rooted in the quality of their relationship with the people around 
them.
In order to further define what leadership is, we must also explore the 
different types of leadership that exist. A few years ago, the Leadership 
Qualities Framework (NHS Leadership Centre, 2002) was developed to 
provide a framework for general leadership responsibilities. It is based on 
the views of NHS Chief Executives and Directors. However, this has 
received criticism for implying there is uniformity in leadership (Bolden & 
Gosling, 2006). Consequently, current literature has distinguished between 
different types of leadership in the NHS. The Department of Health (2007) 
argues that leadership roles in the NHS are tripartite. This means they 
differentiate between 'general management', 'professional leadership' and
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'clinical leadership' (Department of Health, 2007). Given the essay 
question, I have assumed that there are different types of leadership within 
the NHS. Each role is defined differently by the Department of Health, and 
clinical leadership draws from different skills than general (professional) 
leadership:
‘ The essence of clinical leadership is to motivate, to inspire, to promote the 
values of the NHS and to create a consistent focus on the needs of patients 
being served. Leadership is necessary not just to maintain high standards 
of care but to transform services to achieve even higher levels of 
excellence’ (Department of Health, 2007, p49)
Clinical leadership has been referred to as, ‘the elephant in the room’ 
(Edmonstone, 2008) as the term attracts debate and is thought to be 
avoided in clinical settings (Edmonstone, 2008). I can relate to this as I 
have had difficulty establishing who the ‘leader’ on new placements is. 
When I started my last placement, it took me weeks to find out who the 
clinical leader was. In team meetings, no-one admitted having that role and 
it was not discussed by other clinical staff. Interestingly, I found out who the 
manager of the team was on the first day. In my experience, clinical 
leadership is often left unaddressed in teams. Clinical leadership usually 
involves managing team processes, as well as the front-line delivery of care 
(Ham, 2003). Within UK literature, the issue of who can be a clinical leader 
is under debate. Most work on this topic agrees that clinical leadership is, 
‘leadership by clinicians of clinicians’ (Edmonstone, 2005 as cited in 
Edmonstone, 2008). Traditionally, medically-trained doctors are thought to 
have occupied clinical leadership roles in teams (Edmonstone, 2008). A 
multi-disciplinary approach is now being taken to clinical leadership, and 
different professionals are undertaking it within different contexts. The issue 
of whom you lead is therefore defined by your professional context. As the 
essay question suggests, psychologists are now required to take a clinical 
leadership position in mental health teams. This means they would be 
‘leading’ other mental health care professionals within the team. In this 
section, the core principles which define leadership were discussed. It has 
been interesting to reflect on the differences between managers and 
leaders. Admittedly, before writing this I did not truly understand the 
difference. This leads me to wonder if other NHS staff understand the
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difference. For me, this simply highlights the need for effective leadership 
training for staff at all levels.
Themes and approaches which might inform our understanding of a 
clinical leadership position and its usefulness to others
Drawing evidence from my own professional experience, policy and 
leadership literature I will consider how different themes and approaches 
add to our understanding of clinical leadership. It should be noted that the 
list presented in this essay is by no means exhaustive. Indeed, there are 
many other possible ways of understanding clinical leadership. Given the 
word limit restrictions associated with this essay, only a handful will be 
explored.
What makes a good leader?
Drawing from theory and my own occupational experience, this section 
aims to explore which leadership styles are most effective for a clinical 
leadership position. Through the years, leadership styles have been 
conceptualized in many ways. As such, researchers developed a 
'continuum' for explaining different leadership styles (see figure 1 ; 
Yammarino, 1993). At one end, the laissez-faire leadership style describes 
a leader who 'renounces responsibility', gives 'very little feedback' and 
'avoids making decisions' (Northouse, 1997). According to Metcalfe and 
Metcalfe (2000), the impact of laissez-faire leadership in the NHS can 
include increased stress, decreased motivation and decreased job 
satisfaction. As such, it is no surprise that this approach has not been 
strongly advocated in clinical leadership literature.
Figure 1: Leadership continuum from laissez-faire leadership to transformational 
leadership (Yammarino, 1993)
Another style which has received attention in clinical leadership literature is 
the transactional leadership. This approach was developed from 
psychodynamic work, and leadership is seen as an interaction which is 
similar to that of a parent and child (Yammarino, 1993). It diverges from
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the laissez-faire style in that it involves more of an active leadership style. A 
transactional-style leader would 'exchange things of value' with their 
followers to ‘advance their own agenda’ (Northouse, 1997).
The most popular leadership style in current literature is transformational 
leadership. This was accepted by Lord Darzi as the most useful style for 
clinical leadership (Department of Health, 2007). Transformational 
leadership refers to the process in which leaders 'inspire' and 'motivate' 
(Bass & Riggio, 2006) those around them to improve service performance.
The central characteristic of a transformational leader is 'charisma' (Arnold 
et al., 2007). Charisma is demonstrated by 'paying attention to their [the 
followers'] individual needs' (p4) where the aim is to be a role model (Bass 
& Riggio, 2006). The approach is underpinned by a view that positive 
emotions are ‘contagious’ in the workplace (Bono & Hies, 2006). It is 
thought that those who encounter a transformational leader feel good 
around them, and consequently want to identify with them (Northouse, 
1997). The core characteristics of transformational leadership do fit with 
what staff state they want from their leaders. An exploratory study of almost 
2,000 NHS staff (Metcalfe & Metcalfe, 2000) on their views of desirable 
leadership qualities yielded some interesting findings. Participants reported 
the most motivating leadership style as someone who is, ‘an inspirational 
communicator, networker and achiever’ (Metcalfe & Metcalfe, 2000). They 
also expressed a desire for leaders who are ‘determined and visionary’ 
(Metcalfe & Metcalfe, 2000). It is thought that a leader adopting this 
approach will motivate those around them to reach their own potential.
When we apply the transformational approach to clinical leadership, it is 
most useful in informing our understanding of how to work with 
organisational change. Given the New Ways of Working (NWW; 
Department of Health, 2007) policy and move towards foundation status for 
trusts, psychologists need to be able to motivate staff to embrace change.
For example, changes to new service models, changes in role 
responsibilities and changes to pathways of care. We know that it is difficult 
for some staff to be positive about organisational change, as it often means 
a loss of familiarity (Cox, 1997). Some staff may go through a period of 
‘grieving’ and can feel deskilled (Zell, 2003). A transformational leader has 
the potential to support staff and increase their well-being (Arnold et al.,
2007) through times of change. I am reminded of my placement last year in
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a mental health team where the clinical leader was a clinical psychologist. 
The service was trying to achieve foundation status and had recently 
adopted the Recovery model (Repper & Perkins, 2006) as a new 
framework for delivering care. This meant big changes for how clinicians 
worked with service users and carers. She motivated different members of 
the multi-disciplinary team on a daily basis who were struggling with the 
idea of yet another new way of working. She did this by using encouraging 
words and ‘pep talks’ which clearly communicated the integral role they 
played in delivering the model. She was well-respected in the team for her 
honesty and was referred to as ‘a charmer’. Reflecting back makes me 
realise she demonstrated the key traits of a transformational leadership 
style, and she was certainly a good role model for me. Upon reflection, the 
best leaders for me have been those who delivered change by making me 
feel inspired and motivated. After all, if leaders cannot inspire others to 
follow them, what is the point of their position? These reflections support 
findings which suggest transformational leadership can increase the job 
satisfaction levels of staff who struggle with organisational change (Majella 
& Gagliardi, 2007).
Whilst it is useful to consider the effectiveness of different leadership styles, 
it provides a very limited understanding of a clinical leadership position. By 
focusing solely on the personal styles of leaders, we are implying that 
people are born leaders. On the contrary, the NWW policies clearly state 
that all psychologists will need to be leaders (British Psychological Society,
2007). Thus, we need to look beyond personal qualities to understand the 
true nature of clinical leadership.
A servant or a master?
The new paradigm of leadership literature addresses this issue and 
diverges from thinking about leadership in terms of personality. One 
approach which informs our understanding of modern clinical leadership is 
servant leadership. This approach was developed in the 1970s (Greenleaf, 
1977) and was considered a 'radical' new way of thinking (Takamine, 
2002). Servant leadership denotes that a leadership position only exists as 
a means to ‘serve others’ (Marquardt, 2000). As such, clinical leaders are 
aware their leadership position does not make them 'superior' to others 
(Marquardt, 2000). This contrasts to the historical perspective, which saw
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clinical leadership as a ‘master’ position usually reserved for psychiatrists. 
As psychologists, who are we serving? A recent report from the House of 
Commons stated that service-users should be at the top of our list (Givitas,
2008). Psychologists who take a clinical leadership position are thought to 
be well placed to act as a bridge between policy and service users (Givitas,
2008). As such, they need to encourage teams to empower service users 
and carers to play a role in service development (Department of Health,
2007). On the other hand, clinical leaders are also considered 
‘organisational servants’ as they interface between the employer and the 
employees (Millward & Bryan, 2005). In the NHS, this means clinical 
leaders will need to facilitate standards such as clinical governance (NHS 
Leadership Centre, 2002). Servant leadership is praised as it 'offers a 
powerful vehicle for implementing clinical governance by breaking down 
barriers in teams and creating a trusting partnership culture' (McSherry & 
Pearce, 2007). Thus, it seems that a clinical leadership position involves a 
delicate juggling act, where the needs of the organisation are served as 
well as the needs of service users.
One disadvantage of viewing leadership as a servant position is that it 
indicates leaders should be passive and non-directional. In fact, NHS staff 
say they actually want more guidance from their leaders. The views of staff 
regarding psychologists in a clinical leadership position were documented 
in the Leadership Project (British Psychological Society, (BPS), 2007). 
Overall, staff reported a need for psychologists to take the lead in their 
areas of expertise (BPS, 2007). For example, staff expressed wanting 
psychologists to give more guidance on using psychometric assessments, 
applying psychological thinking and psychological models (BPS, 2007). 
Furthermore, staff felt they wanted more teaching and training by 
psychologists on what psychological practice actually involves (BPS, 2007). 
These findings highlight the need for psychologists to retain their 
professional identity within teams. Indeed, the BPS (2007) argue that 
psychologists who are leaders need to maintain their 'unique identity [a 
counter-balance to the medical model]'. In fact, this is true for all clinicians 
who uphold a clinical leadership position. For example, clinical nurse 
leaders are encouraged to use their expertise in teams to enhance the 
skills of others (Rocchicioli & Tilbury, 1998). Therefore, it seems clinical
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leaders need to balance their position as a ‘servant’ with their position as a 
‘master’ of their own expertise.
Nonetheless, the shift in mindset to servant leadership has highlighted the 
value of clinical leadership within the NHS. The drive for improved clinical 
leadership was initially criticised for being another ‘fad’ in an attempt to 
reform the NHS (Hewison & Griffiths, 2004). Some critics argue that clinical 
leadership is just another example of ‘magical thinking’ from the 
government (Hewison & Griffiths 2004). Admittedly, I have also been guilty 
of thinking about leadership as a fad. As a trainee, we are taught that 
leadership will form part of our role in the future. However, leadership has 
never been a particularly meaningful concept for me. It sounded like an 
aspect of the role which was very removed from the realities of clinical 
work. Writing this section of the essay has challenged this misconception of 
mine. For me, understanding clinical leadership from a servant position 
has allowed me to appreciate how it might be helpful to others.
An Individual challenge or a workforce challenge?
So far different perspectives of clinical leadership have been discussed. 
This section aims to venture out further and consider how leadership 
actually works. There is safety in thinking about leadership as an individual 
position, but this neglects the relational aspect of it. Thus, we move to 
consider the wider position of clinical leadership and identify some 
mediating and moderating factors. There is certainly a relationship between 
organisational structure, team climate and leadership practices. However, 
the relationship between these three factors is by 'no means causal or non­
problematic' (Millward & Bryan, 2005, p17). For example, Millward & Bryan 
(2005) highlights that the leader-follower exchange theory suggests the key 
factor in leadership effectiveness is the 'quality' of relationships within the 
team (Millward & Bryan, 2005). Inter-professional relationships are thought 
to shape the ‘team climate’, which in turn contributes to 'team effectiveness' 
(Millward & Bryan, 2005). Upon reflection, I can see how leadership can 
have an impact on team relationships. Moreover, if the team climate is 
stressful and disorganised, this will most certainly affect the experience of 
service users. However, there are many external factors which may also 
affect the team climate, which are out of the leaders' control. For example, 
factors such as financial resources and environmental changes {e.g. team
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relocation) can have an impact (Millward & Bryan, 2005). Reflecting on 
these issues has allowed me to see the practical realities of clinical 
leadership. It is clear that we cannot idealise leadership, as it is a complex 
function which is affected by a number of different factors. Unfortunately, 
this essay has only been able to touch upon a few of these issues. In 
discussing the complex nature of clinical leadership, I feel the need for 
appropriate training and support has been highlighted. Clinical leaders have 
been advised to "just get on with it" (Chambers, 2002 as cited in Millward & 
Bryan, 2005, p22). Whilst this may be true, I also feel psychologists need to 
be supported adequately to cope with some of the complexities involved in 
clinical leadership.
Given these points, I wonder whether clinical leadership should be 
reframed as a workforce position rather than an individual position. NHS 
staff say what they really want is team leadership rather than individual 
leadership (Metcalfe & Metcalfe, 2000). Metcalfe and Metcalfe (2000) found 
staff expressed a view that leadership should fundamentally be about 
engaging others to enable them to lead. Team leadership aims to make the 
needs of staff a priority, with a vision of an empowered workforce who have 
greater job satisfaction (Corrigan et al., 2000). As such it harnesses the 
idea that everyone has the ability to demonstrate leadership skills in their 
jobs. It steps beyond the traditional hierarchical or 'top-down' leadership 
and indicates that all frontline staff can become ‘clinical leaders’ through 
their own merit. In this sense, it frames clinical leadership as a workforce 
challenge rather than an individual challenge. Reflecting on my own 
occupational experience makes me realise clinical leadership skills can be 
demonstrated by everyone in a team. As I see it, it is not a position which 
can be restricted to the individual. Instead, it seems to be an act, or function 
which is driven by the team and leader together. This is an empowering 
way to view leadership, as it encourages everyone to take greater 
responsibility for delivering superior quality care. It has certainly made me 
reflect on the leadership skills I already possess.
Impact of diversity and difference
The above section reflected briefly on the impact of organisational culture 
on leadership practice. This section aims to consider how issues of 
diversity and difference affect leadership practice. Firstly, it is important to
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consider the role clinical leaders play in ensuring staff competency 
regarding issues of diversity. Current policies recommend that clinical 
leaders need to be culturally competent and ensure their team deliver an 
ethically and culturally sound service. This is clearly stated in the document 
The Ten Essential Shared Capabilities -  A framework for the mental health 
workforce (Department of Health, 2004). All mental health practitioners now 
need to be able to 'practice ethically, respect diversity and challenge 
inequalities in care' (Department of Health, 2004). This means staff need to 
have an understanding of the impact of culture, religion, language, 
disability, gender, age, sexual orientation and social class on individual 
experiences of care (Department of Health, 2004). This reminds me of 
when I was working as an assistant psychologist in a clinical health 
psychology team. The clinic was situated in a very multicultural area of 
north London and a high proportion of the clients did not speak English as 
their first language. Most of the multidisciplinary team members were of 
British origin and I was the only person in the team who spoke a second 
language. The psychologist in the team continually encouraged the team to 
develop new ways of presenting information in different languages. He 
asked me if I wanted to go to a workshop on working with interpreters, and 
consequently I set up a discussion group for working with interpreters. As a 
result of his leadership skills, we saw clients from a range of different ethnic 
backgrounds and even ran groups in Punjabi and Hindi. Without his input, 
we would not have been as motivated to develop new skills. It was clear 
that our team was not very ethnically diverse, and hence we needed more 
guidance than another team might. Thus, I do feel it is important that 
clinical leaders are responsive to the diversity needs of their team. As I see 
it, an effective leader needs to adapt their skills to the cultural context of the 
team, and the cultural context of the service user population.
There are many other diversity issues which may be important to consider 
in leadership. For example, one study explored the impact of spirituality 
issues in clinical leadership (Bennett, 2006). Bennett (2006) argues that 
spirituality is often avoided in clinical teams, and points out how this can 
mean the spiritual needs of service users are neglected. Other literature 
has explored the impact of gender on leadership effectiveness. For 
example, some argue that male leaders are generally more effective in 
teams, as they are thought to be better placed when working with
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resistance (Halverson & Tirmizi, 2008). Other evidence suggests leaders 
are favoured more preferably when they adopt a leadership style which is 
'congruent' with their gender role (Eagly et al., 1995). Given that the clinical 
psychology workforce typically consists of more females than males, this 
finding suggests a feminine approach would be the preferred leadership 
style. Although these issues cannot be adequately explored in this essay, I 
will try to explore them in my own practice.
Does it actually matter?
This section aims to take a service-user perspective and contemplate how 
clinical leadership relates to the experience of our users. I remember 
talking to a service-user last year about his views of leadership in mental 
health services. He told me that he could identify who the leaders were by 
what they were wearing. He felt clinicians who wore suits or smart shirts 
were the ones who made decisions which mattered. More importantly, he 
felt that all other clinical staff were not able to create change. Writing this 
reminds me of that conversation and leads me to ask the question, what 
difference does clinical leadership actually make to our service users?
There is lots of literature which correlates clinical leadership with improved 
service performance in the NHS. However, this literature assumes that 
improved service performance is equal to an improved service user 
experience. I question this, as many of the studies measure service 
performance using external measures which are determined by the 
organisation. For example, one study examined clinical leadership 
effectiveness by counting the number of 'patient complaints' (Shipton et al.,
2008). There is very little research which actually explores how clinical 
leadership connects to the experience of service users. Some research 
suggests it correlates with improved quality of care, (Cozens & Mowbray, 
2001) however this is based on the idea that professional stress affects 
service users. From my perspective, it seems vital that we plan how to 
evaluate clinical leadership effectiveness from a service user perspective. If 
we consider psychological services, how does clinical leadership actually 
improve the experience of service users? Service users reported wanting 
more access to psychological therapies (Department of Health, 2007). 
Consequently, it is assumed that the speed at which treatment is delivered 
is one measure of high quality care (Shipton et al., 2008). Again, I question
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this as research shows the most important treatment factor in therapy is the 
quality of the therapeutic alliance (Hubble et al., 1999). In my limited 
experience as a trainee, clients do seem to place most importance on how I 
am with them, not how quickly they are treated. In my mind, clinical 
leadership needs to be meaningful at the ‘consumer’ level for it to be 
considered an effective initiative. Hence, it seems much more research is 
needed to explore the following question. How can we measure the 
effectiveness of clinical leadership in a more meaningful way?
Personal reflections
Before writing this essay, the notion of clinical leadership was quite 
daunting to me. Clinical leadership was a term which was ambiguous, 
unaddressed and confusing for me. Writing this essay has enabled me to 
have an understanding of the nature of clinical leadership, and how it can 
be meaningful to others. It has challenged me to look at my own leadership 
skills and development needs. Upon reflection, psychologists seem well 
placed to adopt a leadership position. We have many transferable skills 
which could be utilized, such as the ability to formulate around difficulties 
and the flexibility to work with different presentations. As such, clinical 
leadership does not seem so removed from clinical practice. This 
realisation has made me feel much more motivated to develop my 
leadership skills. Nonetheless, it is clear that I still have much more to 
learn. Consequently, I have just booked myself on to a leadership training 
day with the BPS. Moreover, I will continue to grapple with the issues 
surrounding a clinical leadership position throughout my training.
Concluding thoughts
In conclusion, leadership is essentially a concept which has been 
interpreted differently throughout the literature. It differs to management in 
that it involves guiding others towards a ‘vision’. Clinical leadership is 
currently experiencing a renaissance and psychologists are just one of a 
number of professionals who have been invited to adopt a leadership 
position. Different themes and approaches to clinical leadership were 
explored. Firstly, different leadership styles were discussed. From these, a 
transformational approach seems to add most by demonstrating how 
personal characteristics can help staff in times of organisational change. 
The essay then moved on to discuss the usefulness of viewing leadership
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as a servant position rather than a position of power. Clinical leadership 
was then considered from a workforce perspective rather than an individual 
perspective, and some of the impacting factors on the process of 
leadership were explored. More research is needed to clarify how clinical 
leadership is meaningful to service users and carers. In conclusion, clinical 
leadership can be seen as an act by an individual, which influences a group 
to change its beliefs, attitudes and behaviours. Hopefully this essay has 
challenged some of the myths of leadership and created an understanding 
of how clinical leadership might be useful to others. Clinical leadership is, 
however, an evolving topic.
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Re-writing this account has been an invaluable learning experience for me, 
enabling me to reflect upon my previous notions of reflective writing and re­
evaluate how I felt in relation to the wider world and my professional 
practice. I realise I spent too much time describing the process from an T 
perspective in my first account and sidelined how it had affected my clinical 
practice and development. Therefore I feel this has been an important step 
in my development as a trainee and am grateful to have had the 
opportunity to re-consider what I learnt from the task.
The task was a problem-based learning activity which we had to consider in 
our Case Discussion group (CDG). The title we were given was, "The 
relationship to change”, which at first I found to be a very ambiguous title 
and remember feeling a little bemused at the idea of tackling it.
My learning experience from the group
For the first few sessions I can recall a definite feeling of uncertainty, 
although this did improve as the weeks went on. This uncertainty was 
pertinent in our first session, and I remember all of us in the CDG seeking 
reassurance from each other about what exactly the groups were for. The 
difficult thing was that nobody really seemed to know the answer. I 
remember feeling quite dislocated and definitely let others make the 
decisions in the first few sessions. This role has been defined in group 
process literature as that of the ‘follower’, (Benne and Sheats, 1948 in 
Tubbs & Carter, 1978) and is supported by the fact that I volunteered to be 
scribe in the first session. I felt lost and remember looking at the facilitator a 
lot in the first session for guidance. Thinking back, this observation plays a 
very important part in my clinical practice. Clients may well feel lost at the 
beginning of therapy and look to you as the therapist to solve all their 
difficulties (Hawton et al., 1992). I have found by discussing the model of 
therapy with the client in the first session and modelling collaborative 
working can address this. Furthermore, the realisations clients make are 
thought to be more powerful when the therapist acts as a guide (Hawton et 
al., 2000). Consequently, writing this account has added value to my 
understanding of how important techniques such as Socratic questioning 
can be in helping clients ‘discover’ (Padesky, 2000).
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The group process
We began talking about the role of the media on the relationship to change, 
and very quickly started discussing the recent story of Madeline McCann. 
The first session was particularly heavy try not to slip into this informal use 
of language in terms of the content we discussed, such as racism and 
terrorism in the media and manipulation of the general public through 
persuasive techniques. By the end of the first session we had decided that 
we would use the McCanns as a tool for presenting the media’s relationship 
to change. We quickly became very task-focused and had an agenda each 
week for what we would discuss. At the end of each week we also set 
homework for each other. Interestingly, this process seems consistent with 
CBT-practice (e.g. setting homework, agenda, structured; Hawton et al., 
1992). Given that five out of our seven CDG members came to the course 
with quite extensive experience of CBT practice, I wonder whether we felt 
‘safer’ working in a way which was similar to our previous clinical 
experience.
It could also be true that we constructed our group to avoid conflict very 
early on and so any hints towards conflict were ousted. For example, I 
remember our facilitator enquiring as to where the conflicts were in the 
group. My immediate response was, “there are none....why is he asking 
that? Reflecting back I realise the way we constructed our group, not only 
through language but through how we organised ourselves, supported our 
collective idea of a ‘conflict-free’ group. For example, we used humour 
consistently throughout the meetings and reassured each other almost 
every week of ‘how comfortable and happy we felt with our group’. 
Moreover, we never delegated jobs (e.g. chair, scribe, and researcher) after 
the initial session and each person was given the space and trust to work 
independently on a section and report back to the group. Was our need to 
protect each other and maintain our ‘happy group’ image a defence 
mechanism? A theory which I feel is relevant to this group process is social 
comparison theory, which is described as a framework for conformity 
research. Festinger (1954, as cited in Hocker and Wilmot, 1991) 
conceptualizes this theory as, the individual evaluates the correctness or 
validity of his opinions and ability through a comparison between his own 
response and those conveyed by the group, and there is a drive to move
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towards the group to reduce any conflicts between self and others'. This 
theory also stipulates that a person's opinion can be threatened if different 
to the groups (Festinger, p129). Only now can I see how similar this 
process is to the processes that occur in some of the psychiatric hostels 
where I am currently on placement. This is something I will now endeavour 
to be aware of, as some institutional defences (and individual defences) 
can be unhealthy, often damaging the staff and hindering the service in 
adapting to change (Halton, 1997 as cited in Obholzer & Roberts, 1997).
With hindsight I can see how we quickly ostracised our facilitator from our 
group process. As a group we defined ourselves as being extremely 
cohesive and I believe we ‘othered’ him to protect our identity as a group. 
Othering is known as the practice of comparing ourselves to others and at 
the same time distancing ourselves from them, making them 'different' from 
us (Cahoone, 1996, p i 6).
Is this a parallel to how othering can occur in the clinical psychology 
workplace? It has recently come to my attention that psychiatrists and 
psychologists have historically and anecdotally had somewhat tempestuous 
professional relationships at times. Certainly in my current service this 
dynamic is present between certain people and I wonder whether this is a 
good example of othering. It seems othering has the potential to make 
individuals see ‘types’ of people (e.g. psychologists, males, people from 
ethnic minorities) as different rather than looking at the qualities of the 
individual person.
I also wonder whether the process of othering we perpetuated as a group is 
reflective of how othering arises in a clinically therapeutic group. For 
example, in a Recovery group I noticed how one Somalian gentleman was 
othered recently. The other group members are all of British origin and 
frequently end up discussing issues which are very distanced from his 
culture, and even commented recently that “He wouldn’t understand 
because he thinks differently”. As facilitators we found this very difficult to 
manage but later opened the discussion up about difference to the group 
which seemed to change the dynamics again. Developing an 
understanding about othering is enabling me to be more mindful of these 
issues in my clinical work.
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Unfortunately our group did not affiliate itself with a particular group process 
theory during the PBL exercise. For that reason I will now discuss and 
critically evaluate a model in relation to our process. Whilst many theories 
exist, one of the best-known models for group development was proposed 
by Tuckman in 1965. Tuckman saw group development as moving through 
four stages; Forming, Storming, Norming and Performing (see figure 1).
1. Forming: orientation to one 
another and the task
2. Storming: conflict
3. Norming: in-group develops 
and cohesiveness emerges
4. Performing: group now 
performs on task
Figure 1: Tuckman’s model for small group development (1965)
Whilst his model is a stage-theory, the group can move between stages in 
either direction and can spend different amounts of time experiencing each 
stage (Smith, 2005). I feel this is an appropriate model for explaining the 
process of our group as we started at the norming stage and then went 
straight to the performing, missing the other two stages. Interestingly, the 
model also allows an understanding of how the facilitator role can change. 
As the group moves through its stages, the needs of the group differ 
according to each stage. This seems to fit with our experience and makes 
me realise how much he was part of the exercise. Through observation, 
facilitators can determine which stage their group is in, and intervene in a 
way which allows the group to move to another stage.
What I like about this model is its fluidity, and it has made me think about 
the group processes that can occur in a clinical workplace when problem­
solving is involved. Only recently I was part of an assertive outreach team 
who were asked to develop a system for implementing recovery packs in a 
very short space of time, in order to help achieve the service goals. From 
my perspective the group seemed to experience a lot of conflict and 
emotions for a number of weeks until a clinical lead (external from the 
group) took on monitoring our progress. The dynamics of the group then 
changed and it felt like the group was suddenly able to focus and create a 
system for administering the packs to clients without difficulty. Given a part
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of my role as a qualified Clinical Psychologist will be consultation to teams, 
I have valued the opportunity to learn about this model.
Final reflections
It has been interesting to reflect upon the diversity of our group. Having 
only one male in the group created an interesting dynamic, and I think at 
times he found it quite difficult being the minority gender. This made me 
think about how clients who are from minority backgrounds might feel in 
group settings. Interestingly, all the members of my group are of a similar 
age and we all work for the same trust. I wonder whether this is a reflection 
of how it might be easier to work individually with a client of a similar age 
and educational background. This has raised the issue of working with 
similarity for me.
Reflecting on the PBL task has also made me wonder whether the feeling 
of uncertainty I experienced parallels how clients feel when encountering 
therapy for the first time. Moreover my need for guidance from an 
'authoritative' figure may be a good illustration of how power imbalances 
can be automatic. As the power imbalance was discussed in our CDG 
between the facilitator and trainees we did relax and the group definitely 
had more of a collaborative feel. This assisted my understanding of the 
importance of acknowledging difference in therapeutic work, whether that is 
a difference of power or issue of diversity between me and my client. On a 
more general note, writing this account for a second time has made me 
think about the functioning of in-groups and out-groups and how difference 
is created. This has led me to consider the difficulties that members of 
minority cultural groups' experience, particularly when moving to a new 
country. This seems particularly relevant for me as I currently work with two 
clients who have moved to the UK from quite deprived areas in developing 
countries and who are struggling with being accepted into society. Finally, 
writing this account has made me realise the importance of reflective 
practice in shaping my development as a trainee.
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Introduction
My primary aim for this report is to reflect on my experience of the second 
problem-based learning task, and consolidate my learning in relation to my 
clinical practice. It is worth noting that I am not yet on my older adult 
placement, which was the focus of the PBL exercise. My current placement 
is in a CAMHS service. In the report I will reflect on aspects of the group 
dynamics and group process, and conclude with a discussion about the 
lack of diversity in the group.
The PBL exercise was entitled, ‘Working with people in later life, their 
families, and the professional network’. We were given a sheet describing a 
complex case which cannot adequately be described in this section (see 
appendix A for a full description). It describes a referral to psychology for an 
assessment of an elderly gentleman (Mr Nikolas) on the basis of memory 
problems and needs regarding self-care.
The group and reflections on clinical practice
We were split into small groups to work on the task, consisting of third year 
trainees as well as trainees from our own year. My group consisted of three 
second years and three third years, all females and of similar ages. It was 
the first time trainees from different years had worked together on a PBL 
task. As such, there was a general feeling of excitement in the room when it 
was introduced to us all. My initial reaction to the exercise was enthusiasm 
and interest, although this was encompassed by a feeling of anxiety when I 
realised we would be working with third years. With hindsight, I realise I 
saw the third years as more competent, knowledgeable and powerful than 
us. Consequently, at the beginning of the first session I remember keeping 
quite quiet and looking to them to advise us on ‘what to do'. After 
discussing the power imbalance we all relaxed more and the group 
definitely had a more collaborative feel. Reflecting on this has reminded 
me that power balances are often automatic. Although this was raised in 
my previous PBL, power is something I find goes easily unnoticed due to its 
invisible nature. Moreover, I wonder whether this parallels how a young 
person feels when meeting a psychologist for the first time. Many of the 
young people I have seen at my placement in CAMHS (Child and 
Adolescent Mental Health Service) seem extremely nervous in the first 
session and have admitted feeling daunted by the idea of talking to a 
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professional. Gilbert (1995 as cited in Bowling et al., 2007) argues that 
such power differentials are often ignored by therapists due to "negative, 
ageist cultural messages regarding adolescents' (p213). Writing this has 
reminded me of how crucial it is to be aware of this power differential, and 
how acknowledging this difference can strengthen rapport and strengthen 
the therapeutic relationship.
It has been interesting to reflect upon the different roles people adopted in 
our group. As the sessions progressed I grew in confidence and had quite a 
creative influence over the group. For example, I proposed creative ways 
for us to conduct our presentation including a play, a peer supervision 
group, a news programme and a video of us playing the family. This role 
has been well-defined in group work literature as that of the initiator (Benne 
& Sheats, 1948) and describes a person who continually generates new 
ideas. Reflecting on my role in the group has made me think about how I 
present myself to my professional network on placement. Indeed, my 
supervisor recently commented on how much I contribute to the team 
discussions in our weekly referrals meeting. Although she gave me this 
feedback in a positive way, I wonder whether my tendency to be over- 
enthusiastic might mean I overlook the ideas of others. This is something I 
will make a conscious effort to reflect upon in supervision.
It seems to me that the third year trainees demonstrated more of a 
leadership position than we second years did. They assigned themselves 
positions as chair and scribe and set an agenda for each session. I noticed 
that their delegating skills were more advanced than ours and I certainly 
saw them as positive role models. They made me feel relaxed in the group 
and were always keen to hear our opinions and learn from us, as well as 
introducing us to new areas of thought. For example, in one session I 
suggested we devise a genogram to help us configure the family 
composition in the case. The third year trainees agreed and introduced us 
to alternatives to the basic genogram, such as the family map (DeMaria et 
al., 1999) which notes individual as well as family events. Since discovering 
this in the PBL exeroise, I have experienced the benefits of using this 
systemic tool in my clinical work. I find it enables me to see holes in my 
assessment, in addition to areas of tension.
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In many ways the characteristics of the third year trainees mirrors that in 
Yalom’s (in Evans & Garner, 2004) description of 'the leader' in group 
therapy for older adults. Yalom (in Evans & Garner, 2004) stipulates that 
leaders should role model positive behaviour to help the group develop 
'therapeutic norms'. Similarly, Toseland (1995) argues that adopting a 
strengths perspective in group work with older adults can, ‘help group 
members to be more understanding and empathetic’. This is something I 
will make a conscious effort to think about in my future older adults' 
placement if I am facilitating a group.
Reflections on the group process and presentation
We discussed a wide range of topics in the first session, each pertaining to 
different issues raised in the referral letter. Issues included loss, 
attachment, family life cycles, financial abuse, emotional abuse and 
differential diagnosis. Thinking back, I wonder if our group felt quite lost 
with how to tackle the task. Interestingly, clinical work with older adults has 
also been described as a 'highly challenging field' (American Psychological 
Association, 2004) because of the complex interplay of factors {i.e. bio­
psychosocial) involved in each case. Although our initial discussions were 
quite varied, we quickly became very task-focused. By the end of the first 
session we had already decided on how we would conduct our 
presentation. I remember us being very agreeable with each other, and on 
reflection I realise we were keeping the group ‘safe’. A theory which I feel is 
relevant to this group process is Tubbs model of small group development. 
Tubbs (1995; see figure 1) saw group development as moving through four 
stages; orientation, conflict, consensus and closure.
Orientation: group members get to 
know each other.
Conflict: tension surrounding the 
task at hand, conflict is seen as 
positive.
Consensus." group members reach a 
consensus and plan for the task.
Closure: final decision about the 
task is made and the group reinforce 
their decision.
Figure 1: Tubbs model of small group development (1995)
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Tubbs (1995) model is based on a systems approach, which means any 
'input' or 'output' from the group is recycled (Tubbs, 2007). I feel this is an 
appropriate model for explaining the process of our group as we started at 
the orientation stage and then went straight to the consensus/closure 
stages, missing out the conflict stage. Tubbs (1995) argues that the conflict 
stage is an important element of the group’s development, as it helps the 
group develop and induces more productivity. With hindsight I realise that 
our lack of conflict meant we were limited in how we thought about the 
case. For example, we only talked about the case from a psychologist’s 
perspective, and failed to explore the case from the perspective of other 
professionals {e.g. the social worker) or the perspective of Mr Nikolas 
himself. For me, this realisation has simply highlighted the importance of 
seeking advice from others when working on complex cases. Indeed, 
psychologists are often advised to seek consultation from colleagues, in 
order to see their 'blind spot' (Kimerling etal., 2000, p314).
Our presentation took the form of a peer supervision group, where each of 
us role-played an ‘expert’ clinical psychologist. We were delegated an 
expert topic by one of the third years (see appendix B for full description of 
presentation), and mine was family life-cycles. Learning about this model 
has been an important experience for me, by enabling me to have greater 
insight into the impact of family transitions. For example, I saw a family 
recently at CAMHS following a referral regarding Leona for school phobia 
from her teacher. During the assessment Leona’s mother admitted that she 
enjoyed Leona being at home, as she had just lost her own mother and felt 
lonely at times. From the PBL exercise I had learnt that adolescence is a 
transition for the whole family, and often involves a period of ‘grieving’ for 
parents (Vannini et al., 2001). It became clear that Leona’s mother was 
struggling with both the loss of her mother, and of her daughter into 
adolescence. She realised her way of coping was to encourage her 
daughter to stay at home. Although I only saw this family for an 
assessment, my formulation was far more advanced by integrating the 
issues relating to the family life-cycle. I feel this is a good example of how 
my learning from the PBL exercise has translated into my clinical practice.
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Final thoughts
It has also been interesting to reflect upon the lack of diversity in our group.
We did not have any males in our group and all of us were of a similar age 
and background. I think that diversity within a group is fundamental as it 
strengthens the amount of expertise and knowledge. Shaw and Barrett- 
Power (1998) assert that lack of diversity within a team can inhibit creative 
thinking. Thinking back to our task, I believe this statement is correot. With 
hindsight, I realise that we completely failed to consider the diversity needs 
of Mr Nikolas in our presentation or discussions, even though there were 
clearly cultural factors which we could have considered {e.g. his Jewish 
ancestral influence and his first wife’s religious background). Writing this 
has enabled me to become more mindful of how diversity can impact team 
creativity.
Writing this has also made me consider how similarity can affect the 
therapeutic relationship with clients. Indeed, Hardy and Laszloffy (1995, 
p227) argue that trainees are rarely challenged to examine how 'their 
respective cultural identity influence understanding and acceptance of 
those who are both culturally dissimilar and similar'. Many of my current 
clients at CAMHS come from a similar background to me, in terms of their 
upbringing, education and sometimes religious beliefs. After the PBL 
exercise, I realised that I found it easier to build formulations with children 
and families who I could relate to. After discussing this in supervision, I 
realised that I was at risk of making more assumptions with clients who 
were similar to me. Consequently, I now routinely discuss any areas of 
similarity between me and a client in supervision. I find this allows me to 
reflect more deeply, and understand how my own beliefs and identity 
impact my clinical work. I feel that this PBL exercise group has added 
another expansive dimension to my thinking as a trainee psychologist. 
Reflecting upon our shortcomings as a group has provided me with 
additional insight into the benefits of multidisciplinary teamwork. Writing this 
PBL has allowed me to grapple with issues relating to older adulthood, and 
consequently I feel very enthusiastic about my future placement in this 
area. I am extremely grateful to have had the opportunity to work with and 
learn from the third year trainees, who I continue to hold a great deal of 
respect for. Working with them has challenged me to look at my own 
leadership skills, and reflect upon my development needs as a trainee.
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APPENDIX A
PBL task
Title: Working with Peopie in Later Life, their Famiiies, and the 
Professional Network
Problem Based Learning Exercise
What Is the problem? Who has the problem? What might happen?
i i i e i ® -
Nikolas’ two older sisters, who both live abroad.
Some Background Informationisssm
told his father was an Englishman.
discuss these matters.
about the future care of their brother.
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Mr Nikolas was devasted by the divorce and the need to sell the family home 
for the divorce settlement. He moved to a small property nearer his older son 
and two grandchildren. He spent a few years on his own, walking miles every 
day, and shunning company. Eventually a friend persuaded him to join a local 
history society and he became involved in escorting visitors and tourists 
around museums. There he met Mrs Edwards, a while English divorced 
woman, 2 years older than him. She is financially independent and owns her 
own home. She has P I employment with a stately home in the area, and was 
a children’s nanny most of her life. She has a chronic debilitating health 
condition that results in joint pains. She has no children and no living relatives. 
She has an active friendship group.
Mrs Edwards and Mr Nikolas became friends and then their relationship 
became romantic and sexually intimate. They have been together for 3 years. 
They kept their separate houses, and spent time in each other’s home. Mr 
Nikolas asked Mrs Edwards to marry him at the time the police instigated the 
removal of his driving licence. He had been struggling with short term merpoiry 
problems, and when stopped at a police blockade where police were 
redirecting traffic, he refused their instructions and tried to drive on The police 
officer recognised a ‘psychological’ problem and reported his behaviour to 
social services. The same police officer advised Mm Edwards that Mr Nikolas 
needed medical attention, Mrs Edwards was uncertain and informed his older 
son who contacted social services. This resulted in the withdrawal of his 
licence and the confiscation of his car by his older son. His ex-wife was 
observed to drive this vehicle subsequently by Mrs Edwards.
Prompt questions:
Who/what/where is the problem?
How to define the professional network? How might professional roles be 
defined under these circumstances?
How is leadership shown/to be shown within the professional network, and 
what might collaborative practice look like under these circumstances?
What is the role of the psychologist with respect to Mr Nikolas, his close family 
members, Mrs Edwards and the professional network?
What ethical issues need to be considered?
How is financial abuse to be defined?
The relationship between memory and depression?
The role of life events?
Impact of divorce on grown up children?
The Academic Tutor Team 
September, 2008
T tJ
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APPENDIX B
Presentation outline
Trainee Theme for discussion
1 -  PSYCHOLOGIST (third year)
2 -  EXPERT PSYCHOLOGIST( third 
year)
Differential diagnosis and capacity 
in old age
3 -  EXPERT PSYCHOLOGIST (third 
year)
Loss, old age and attachment
4 -  EXPERT PSYCHOLOGIST 
(second year)
Financial and emotional abuse
5 -  EXPERT PSYCHOLOGIST 
(second year
Life cycle model and family 
transitions
6 -  EXPERT PSYCHOLOGIST 
(second year)
Role of the psychologist in the case
Style for the presentation: Role-play a peer supervision group, consisting 
of 6 psychologists
Plan of the presentation: Trainee 1 introduced the case and role-plays a 
psychologist needing help with the case recently referred to her, involves 
an older adult called Mr Nikolas. Trainee 1 gives the group a brief overview 
of the case to her peer psychologists, who are experts in particular, fields 
(see above for 'expert' topics).
Each ‘expert’ psychologist introduces themselves and their field of 
speciality.
Following this, a discussion begins by trainee 2 about the case from her 
perspective. Points to be considered by trainee 2 are: depression and 
dementia, treatment, capacity and autonomy issues in older adulthood.
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Trainee 3 follows with a discussion on the case from an attachment and 
loss perspective. Points for trainee 3 to consider are: attachment issues 
within the family and parental divorce.
Trainee 4 follows with a discussion on the case from a life cycle 
perspective. Points to consider for trainee 4 are: impact of family transitions 
on different individuals, introduce seven stages of life-cycle model and 
explain emotional impact of each.
Trainee 5 end with a discussion on the case relating to the role of a 
psychologist. Trainee 5 to ask the following question and open up to the 
group: What can the psychologist offer that is different to other 
professionals?
Trainee 1 to thank group for their ideas and help with her case.
5 9 j
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How do we know If I APT is working?
Problem-Based Learning (PBL) reflective account 
February 2010 
Year III
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Introduction and overview
Firstly, this account will consider the group dynamics and the impact of 
difference and diversity within our group. The first section will also include 
some reflection on my own role within the group. Thereafter, I will reflect 
upon the group process and think critically about our group work. 
Throughout the account I will reflect on how the work has impacted my 
personal and professional development as a trainee clinical psychologist. 
The account will finish with a concluding statement which aims to 
summarise the key learning points from this exercise.
The problem was entitled, 'How do we know if lAPT is working?' (see 
appendix A). We were provided with information surrounding the financial 
costs of the Improving Access to Psychological Therapies (lAPT) 
programme, and asked to address the above question in our presentations. 
The format and content of our presentations was left open to us.
Reflections on the group
We were split into small groups to work on the task, consisting of second
year trainees and trainees from my own year. My group consisted of four
second years and three third years, all females and of different ages. Aside
from the gender similarity, the group was rich in difference and diversity.
Group members came from markedly different cultural backgrounds, and
there were several ‘strong’ characters within the group. In addition to these
personal differences, we differed in relation to our clinical expertise and
interests. Prior to training, one of the second years had worked in lAPT and
the others had come to training from other vocations (e.g. teaching and
management). Initially, I was concerned that these differences would be a
hindrance. On the contrary, it actually enabled us to challenge each other in
a respectful way and grapple with some interesting ideas. On reflection, I
wonder if this mirrors how my clients feel before they meet me. My current
placement is in an older adult’s service, hence there are usually large
differences between us in relation to our age and life experiences. Several
clients have expressed being apprehensive at talking to a younger
therapist, and have been concerned about the generation gap. In my
experience, this apprehension dissolves once I demonstrate a genuine
'willingness to learn' (Knight, 2004, p57) about their past. Knight (2004)
argues therapist sensitivity to the age difference can enhance the 
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therapeutic relationship when working with older adults. Personally, I would 
agree with this. When handled respectfully, I believe therapist-client 
differences can actually increase clients’ trust and engagement in the work. 
Writing this reminds me how important it is to be sensitive to interpersonal 
differences, both with my clients and my other members of staff.
In the first PBL meeting we assigned ourselves specific tasks, including a 
chair, note-taker, an observer and four reflectors. According to Jones 
(2006) teams are likely to be most productive if individual tasks are 
clarified, and upon reflection I would agree with this. Delegating tasks 
made us more efficient with our time, and allowed us to keep a written 
record of the group process. I offered to undertake the chairing task for all 
of our group meetings. On reflection I realise that I adopted the role of 
synthesizer (Benne & Sheats, 1948) in the group. The synthesizer refers to 
a person who 'synthesizes' information and ideas in order to help the group 
achieve their goal. Reflecting on my role in the group has made me think 
about how I present myself to my professional network on placement. In the 
past, supervisors have noticed my tendency to acquiesce in team 
situations, and identified this as a development area. As such, I have 
consciously tried to be more critical and forthcoming with my current team. 
Reflecting on my role in the PBL exercise has highlighted that I still need to 
develop this, as the role of ‘synthesizer’ is more of a facilitative position. 
This is something I will try to be more mindful of, and reflect upon in future 
supervision sessions.
Upon reflection, I realise that the third years adopted a stronger, shared 
leadership approach in comparison to the second years. We undertook the 
organisational tasks such as chair, scribe and note-taker and also 
organised the rooms for the meetings. We acknowledged the power 
differential during the first session, as we found this helpful in our last PBL 
exercise. The second year trainees reported feeling valued by us, as they 
felt we 'guided the group without being directive'. They also praised us for 
acknowledging the power imbalance in the first PBL meeting. Writing this 
has reminded me how important it is to demonstrate an open and willing 
attitude to all colleagues, regardless of their seniority or position. Indeed, 
Lord Darzi recommends psychologists adopt a transformational leadership 
style, where the skills and knowledge of every team member are optimized 
(Department of Health, 2009). Personally, I agree with this and believe a
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strengths-based leadership approach is most effective. Writing this has 
made me consider how I might conduct myself when I am qualified and 
have trainees/assistants of my own to supervise. The fact that we (the third 
years) shared the leadership role has also challenged me to think about 
leadership differently, as I had previously conceptualised leadership as an 
individual responsibility.
Reflections on the group process and presentation
It has been interesting to reflect upon the group process and our 
development over time. Initially, there was lots of conflict within the group 
as we had very different levels of knowledge about lAPT. I believe the 
conflict we experienced as a group actually improved our performance, as 
our conversations were dynamic, fruitful and productive. We discussed a 
wide range of ideas about how to address the ‘problem’, but were also able 
to decide upon a presentation format relatively quickly. This experience has 
led me to reflect upon the usefulness of conflict within teams. Traditionally, 
team conflict was referred to as a negative occurrence {e.g. Soni et al., 
1989). Upon reflection I would disagree, as it acted as a tool to propel our 
PBL group forward. Thinking back to my experiences on different 
placements, the most effective team I have worked in was also one where 
there was lots of inter-professional conflict in team discussions. Rather 
than blocking team thinking, the conflict actually allowed different 
professionals to think more holistically about service users. Reflecting on 
these experiences has made me realise that team conflict can be positive.
The model which I feel best represents our group process is Aubrey 
Fisher’s systems model (see figure 1; 1970) of small group development. 
Fisher argued that small groups move through four phases of development, 
orientation, conflict, emergence and reinforcement. Our group went through 
all the phases, but spent most time at the orientation and conflict phases.
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1. Orientation: group members 
get to know each other.
2. Conflict: tension surrounding the 
task, conflict is seen as positive.
3. Emergence: outcome of the 
group task emerges.
4. Reinforcement: group reinforce 
their approach using 
verbal/nonverbal 
communication.
Figure 1: Fisher’s model of small group development (1970)
One advantage of this model is that conflict is seen as a positive 
occurrence (phase 2), as it helps the group avoid conformity. This stage is 
particularly relevant for our group. Fisher also recognises the importance of 
positive reinforcement in group work (phase 4). Indeed, in our last PBL 
meeting we continually praised the creativity of the group and were all very 
complimentary of one another. Reflecting on Fisher's model has allowed 
me to appreciate the supportive function of positive reinforcement within a 
group or team. This has led me to reflect on the interactions between 
different staff members on my current placement. Inter-professional praise 
is rarely given, even when a compliment has been received from a patient. 
Writing this has reminded me how important it is to give positive feedback 
to work colleagues when appropriate, as it can bolster team morale and 
increase productivity. This is something I will make a conscious effort to do 
on placement, now and in the future.
Our PBL presentation took the form of the game-show ‘Challenge Anneka’. 
Each trainee role-played a different stakeholder and gave their individual 
perspective of lAPT to Anneka. Anneka’s challenge was to decipher 
whether or not lAPT was likely to be effective. Stakeholders included a POT 
manager, service users, a carer, a GP, a child, an lAPT worker, an SHA 
representative and a government representative, I role-played two different 
stakeholders; a psychologist and a carer. A more detailed outline of our 
presentation can be found in appendix B. By the end of the role-play 
Anneka concludes that lAPT would be unable to satisfy all the demands 
and needs of different stakeholders. Essentially, we adopted a critical 
stance towards lAPT in our presentation, portraying it as another ‘fad’ in the 
health reform. The formal feedback we received about our presentation 
was very positive, and praised our inclusion of different stakeholder
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perspectives. Our presentation was described as 'creative, engaging, 
humorous and entertaining' on the formal feedback form.
I would like to take this opportunity to think more critically about our 
approach to the PBL task. I have since reflected on our approach and 
realise our presentation actually demonstrated quite a biased perspective, 
as we negated to capture the positive aspects of lAPT. There is evidence to 
suggest that lAPT is actually very beneficial for different stakeholders. For 
example, waiting times are thought to be much improved (British 
Association for Counselling and Psychotherapy, 2009). Service users have 
also reported feeling more in control of their treatment, and expressed 
appreciation at being able to access therapists quickly (White, 2008). 
Clearly, lAPT is having a positive impact in some areas. With hindsight, I 
wonder whether our biased portrayal of lAPT was simply a reflection of our 
own fears and anxieties. Did we feel threatened by lAPT? Thinking back, 
many of our group discussions focused on the implications of lAPT on our 
own job prospects. I remember one discussion where we talked about 
lAPT being a ‘threat’ to the professional identity of psychologists. With 
hindsight I realise our presentation mirrored these discussions.
Furthermore, I have since reflected upon our overt use of humour in the 
presentation {i.e. by doing a game-show). I realise our humour might have 
served as a means for deflecting our true feelings about lAPT. Writing this 
has reminded me of the multi-faceted function of humour. It has also led me 
to think more deeply about the meaning of humour in my therapeutic work. 
According to literature reviewed by Buxman (1991) humour can be a 
'rejuvenating' tool for clients and therapists alike. On reflection, I also 
believe humour is sometimes a way of deflecting underlying issues 
between the therapist and client, such as when therapy is not progressing. 
For example, one client I am working with on my current placement uses 
humour constantly in our sessions. Writing this has made me realise that 
our work is actually quite ‘stuck’, and the humour is simply maintaining this. 
Consequently, I plan to explore this with him at our next session, with a 
view to moving the therapy forward.
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Final thoughts
In summary, this PBL exercise has been another fulfilling learning 
experience for me. Writing this account has reminded me how valuable it is 
to work sensitively with issues of difference and diversity. Reflecting on the 
group process challenged me to think differently about team conflict, and 
made me realise I need to adopt more of a critical stance in team 
situations.
Reflecting on our shortcomings as a group enabled me to consider the 
benefits of lAPT. Writing this has even inspired me to apply for a job in an 
lAPT service, which is something I would not have previously considered. 
Finally I would like to take this opportunity to state how much I enjoyed 
having a second opportunity to work with trainees from a different year 
group. Working with the second years strengthened my confidence in my 
own leadership abilities, and gave me insight into the type of psychologist 
that I want to be.
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APPENDIX A
Problem-Based Learning (PBL) task
Year 2/3 PBL
The Problem'
How do we know if lAPT is working?
The improving Access to Psychological Therapies (lAPT) programme was 
commissioned in response to the economic arguments of Lord Layard. The 
Department of Health have committed funding rising to £173 million to the 
programme which has one principal aim; to support Primary Care Trusts in 
implementing National Institute for Health and Clinical Excellence fNICEt 
guidelines for people suffering from depression and anxiety disorders. At present, 
only a quarter of the 6 million people in the UK with these conditions are in 
treatment, with debilitating effects on society.
The programme began in 2006 with Demonstration sites in Doncaster and 
Newham focusing on improving access to psychological therapies services for 
adults of working age. In 2007,11 lAPT Pathfinders began to explore the specific 
benefits of services to vulnerable groups. These pilot services, through routine 
collection of outcome measures, showed the following benefits for people 
receiving services:
• Better health and wellbeing
• High levels of satisfaction with the service received
• More choice and better accessibility to clinically effective evidence-based 
services
• Helping people stay employed and able to participate in the activities of daily 
living
On World Mental Health Day 2007, Health Secretary Alan Johnson announced 
substantial new funding to increase services over the next three years:
• £33 million for 2008/9
• A further £70 million to a total of £103 million in 2009/10
• A further £70 million to a total of £173 million in 2010/11
68%
Volume 1 : Academic Dossier PBL Reflective Account 3 
This funding will allow:
• In 2008/09 34 Primary Care Trusts to implement lAPT services, with more to 
follow in the next two years
• Regional training programmes to deliver 3,600 newly trained therapists with 
an appropriate skill mix and supervision arrangements by 2010/11
• 900,000 more people to access treatment, with half of them moving to 
recovery and 25,000 fewer on sick pay and benefits, by 2010/11.
You have been asked to prepare a consultancy report on how the effectiveness 
of lAPT can be assessed.
You might want to consider:
...something about the questions that need to be asked about lAP
...something about the designs, methodologies and analyses that could be utilised 
to address these questions
...something about the training and competencies of the lAPT workforce 
...something about the outcomes that will be valued by different stakeholders 
...something about the translation of findings into policy and practice
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APPENDIX B
Outline of group presentation
PBL Script
REMEMBER: Scatter seats in audience before starting presentation.
Characters:
Trainee 1 {third year): Psychologist and Carer 
Trainee 2 (third year): GP and Child 
Trainee 3 (second year): Anneka
Trainee 4 (second year): lAPT worker and Hippy Volunteer
Trainee 5 (second year): PCT funder
Trainee 6 (second year): SHA and Older Adult
Trainee 7 (third year): Government person and Angry Person
Introduction Section
Group 1 enters takes a seat around a table. (Group 1= Psychologist, GP, Secretary 
of State, lAPT worker, PCT)
Group 1 begin to chatter.
Psychologist; Right well, I think we should start with introductions.
Each member introduces self showing placard to demonstrate position. Clockwise.
Psychologist: Well the aim of this meeting really is to offer our views‘about lAPT. 
Specifically consider what we want and what we would like to see happen. Who is 
going to sort this out for us?
Anneka and NHS professionals
Anneka: Hi guys, y up. I'm here to sort it out for you!
Music starts.
Slide remains of Anneka saying you're such a star'
Psychologist: Anneka! You haven't been around forages!
Group agrees.
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Anneka: Well I've been called In for an emergency challenge by the state 
commissioners to produce a report about something called lAPT. I have been 
asked to contact all the stakeholders Involved. And really It's about time I took 
this jumpsuit out does a twirl. You're such stars!
Now, before I start I really need to figure out what lAPT actually stands for. Could 
you help me out?
Slide of List of lAPT acronyms comes up on screen
W h a t  is lAPT?
lAPT International Association for Plant Taxonomy 
I APT Improving Access to  Psychological Therapies (UK) 
lAPT Indian Association of Physics Teachers 
lAPT International Academy o f Practical Theology 
lAPT Interafctywny Powlat TarnowskI 
lAPT Illinois Association for Pupil Transportation 
lAPT International Association of Precision Therapists 
lAPT Institutional Assessment and Planning Tool 
lAPT Internet All Person Talks 
lAPT Indiana Academy of Pharmacy Technicians 
lAPT Improved Alt Pleshko Technique 
lAPT Iowa Association for Play Therapy
lAPT International Academy of Physio Therapeutics (Topeka, KS) 
lAPT Institute of Applied Physics and Technology (Ukraine) 
lAPT Indoor Air Purification Technology 
lAPT INEEL Action Plan Task force 
lAPT International Asset Pricing Theory 
lAPT International Association for Physical Tennis Training
Group members randomly pick some names out.
lAPT worker: Improving Access to Psychological Therapies
Leave slide of 'Improving access to psychological therapies'
Anneka: Oh you're such stars! Ok now that I've established what it stands for, I 
know you have been asked to do some preparations. So what do vou want from 
lAPT and how would vou know if it worked?
Each member says what they want and how know it's working and then peel off 
mfo tAe oW/ence ^Order; PsycAo/og;st /APT wor/rer) PCT) decretory
Slid comes up as Members state the above. Anneka clicks slides forward.
Anneka left alone
Anneka: Well that looks....doable (scratches her head looking up at slide).
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Slide with overlapping thought bubbles.
Anneka and SU and carer section
Anneka. Given that feels impossible maybe I should ask who would actually be 
using the service. Oh dear, my time is running out!
Each character puts their hand up in turn. Anneka goes and interviews each 
member.
Anneka: So who are you, what do you want from I APT and how would you know if 
it worked?
Order: Depresses Man, Angry Man, Carer, Volunteer, Older Person, Child. [i# en  
eoch member sow pomf; move boc^ to round fob/e ond freeze. 7
EaKhs»igKi?ii 
Patient choice 
Meeting individual
er waiting list
Person with 
detwcMlon 
Good Job prospects 
Self respect 
Hopefulness for the
Self referral 
Chad friendly 
services 
Symptom reduction
Cost effecthr 
Reduced presse 
GPs and hospitals 
Less 'Common M.H. 
problems'
ukk referral process 
Discussion of referrals 
with lAPT workers 
lAP
Anneka's 
lAPT 
Challenge
Older person 
Social inclusion 
Accessible services 
Improved family 
relations
Berson w ith anger 
Choice o f treatments 
Psychodynamic 
therapy
Commisioner tPCD 
lAPT stays within 
budget 
Meeting BMC nee
SMrgtarYofStptti 
Elechon success 
Hitting I APT targets 
ood public proRleVoluntary sector 
ypffcer 
Effective sign posting 
Contact with lAPT 
staff 
A manageable 
caseload
Respite from earing
longterm 
Interventions 
Ongoing Care
lAPT Worker 
Career development 
Supervision 
Minimal work stress
Anneka: Aahl I've run out of time, clearly failed the task. I would really like to 
know why so perhaps I should ask the various stakeholders to reflect for a while, 
whilst I take some notes.
Distorted soundtrack.
END
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SUMMARY OF CDG PROCESS ACCOUNT I
The aim of this account was to reflect on what I learnt during the first year 
of my Case Discussion Group (CDG). There were seven trainee members 
in our group (one male and six females) and we had a male facilitator for 
the first year.
Firstly, I discussed the structure of the group in my account. A systemic 
framework was adopted to shape our CDG sessions, guided by our 
facilitator. Each week two trainees would present a case to the rest of the 
group, and then listen to reflections on their presentation. Whilst I found the 
framework useful, I also found it difficult being unable to ‘defend’ my work. 
Secondly, I considered the groups development over time in relation to a 
complex model of group development (Manor, 2000). This enabled me to 
realise that our group had moved through several ‘crises’ over the year. 
Finally, my account moves to focus on the personal and professional 
learning achieved from the CDG process. I identified my role in the group 
as that of the follower.
In summary, the first CDG experience added an expansive dimension to 
my thinking as a trainee psychologist. I found it enabled me to be more 
confident, more open, more honest and far more curious in my clinical 
work. Using a systemic model allowed me to think more creatively and 
reflect on professional issues which I had not considered before.
Reference: Manor, O. (2000). Choosing a groupwork approach: an 
inclusive stance. United Kingdom: Jessica Kingsley.
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SUMMARY OF CDG GROUP PROCESS ACCOUNT II
The aim of this account was to reflect on what I have learnt during the 
second year of my Case Discussion Group (CDG). I hoped to provide the 
reader with a sense of my development over time.
Firstly I discussed the structure of our CDG sessions in my account, as I 
believe it had a big impact on our development. Our new facilitator adopted 
an unstructured style, which was a contrast to the previous year. Each 
trainee also had the experience of facilitating over the year, which changed 
the dynamics of the group. Following this I reflected upon the group 
process, and linked this in to relevant literature. This section also contained 
a discussion about difference and diversity within the group. Finally, I 
focused on my personal and professional development by broadening my 
discussions to think about how the experience impacted my clinical 
practice. I identified my own role within the group as that of 'the 
summariser' {Duch, 2009).
In summary, we achieved a great deal in our second year of CDG. With the 
change of facilitator from our first year, we were able to move forward as a 
group. We became closer and more reflective, which enabled us to have 
more animated and fruitful discussions. Our CDG discussions enabled us 
to explore some of the challenges that we faced in our multidisciplinary 
teams and with our clients. For me, this resulted in a stronger sense of 
belongingness to the group. Writing this process account allowed me to 
consolidate what I have learnt, and grapple with some interesting issues 
and dilemmas.
Reference: Duch, B. (2000). Working in groups. Retrieved 18'^ June 2009 
from www.physics.udel.edu/-watson/scen103/colloq2000/question1 .html.
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CLINICAL DOSSIER
OVERVIEW
The clinical dossier contains documentation relating to each of the five 
clinical placements experienced in training. For each placement, there is a 
summary which contains details of the placement and of the clinical 
experience gained. For each of the core placements there is also a 
summary of the case report/presentation of clinical activity completed 
during the placement. The full versions of the case reports are contained in 
the confidential Volume II of the portfolio. All names and personal details 
have been changed in order to preserve anonymity.
This section is organised by date, with the first documentation relating to 
the first clinical placement. The order is as follows:
■ Adult mental health placement
■ Children and young people placement
■ People with learning disabilities placement
■ Older adults placement
■ Advanced competencies placement (Clinical health psychology)
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SUMMARY OF PLACEMENT EXPERIENCE
Adult Mental Health Placement 
Dates: October 2007 to September 2008
Setting: Recovery and Rehabilitation service and Primary Care Mental 
Health Service
Summary of experience:
Clinical experience was gained in a wide range of mental health problems. 
Most clients had complex and enduring mental health difficulties, and could 
be described as institutionalised. Clients came from a diverse range of 
social and cultural backgrounds and were seen in a variety of settings, 
including inpatient and home visits. Client difficulties were often framed 
under the diagnostic labels of schizophrenia, personality disorder or 
psychosis. Formulations were centred on an integrative model 
(Weerasekera, 1996) in line with the service vision. I gained experience of 
using integrative therapies (e.g. Cognitive Analytic Therapy) as well as 
cognitive therapy. Additional experience included group work, and 
consultation work with multidisciplinary staff. In total, I saw fifteen clients for 
assessments and individual therapy and nine further clients for group- 
based work. Experience of cognitive assessments was gained in a forensic 
inpatient context. Risk assessment work was ongoing with all service users. 
Service development included the development of two recovery groups at 
rehabilitation hostels.
In the primary care setting I worked with individuals who were experiencing 
anxiety, depression and obsessive-compulsive disorder. Approaches used 
were cognitive-behavioural and third wave therapies such as mindfulness. 
Primary care interventions were relatively brief (6-8 sessions) in line with 
the service model.
Reference: Weerasekera, P (1996). Multiperspective case formulation: a 
step towards treatment integration. FL: Krieger Publishing.
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Using an integrated approach with a 67 year-old lady with 
complex mental health difficulties in a Rehabilitation and
Recovery setting
Adult Mental Health Case Report I Summary 
April 2008 
Year I
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ADULT MENTAL HEALTH CASE REPORT I SUMMARY
Using an integrated approach with a 67 year-old lady with complex mental 
health difficulties in a Rehabilitation and Recovery setting
Presenting problem
Sheila Davison, a 67 year-old lady of mixed ethnic origin referred herself for 
psychology work because of the problems she experiences with managing 
her anger. Sheila had a long history of involvement with psychiatric 
services and had been diagnosed with ‘Chronic schizophrenia with affective 
and obsessional symptoms'.
Initial assessment and formulation
Sources used in the assessment included: clinical file, information from the 
hostel staff about her history and presentation, psychiatrists report and 
other clinical documentation on RIO including previous psychological work. 
An integrative formulation model was used to conceptualise Sheila’s 
difficulties with anger. It was felt that Sheila’s difficulties were linked back to 
events from her childhood and the trauma she had experienced in young 
adulthood.
intervention and critique
A collaborative decision was made to use an integrated approach for the 
psychological intervention. Sheila was offered ten months of Cognitive 
Analytic Therapy (CAT) as prescribed by Ryle and Kerr (2002). In addition,
I consulted with the staff team in the NHS hostel to ensure her care plan 
supported our therapeutic goals. The work was ongoing at the time of 
writing. The limitations of an integrated approach were discussed. 
Challenges of the work were considered, such as balancing the needs of 
the staff with the needs of the client.
Reference: Ryle, A. & Kerr, I. (2002). Introducing cognitive analytic 
therapy: principles and practice. Chichester: Wiley & Sons.
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Cognitive work with a 36-year-old woman presenting with 
complex mental health problems in a rehabilitation setting
Adult Mental Health Case Report II Summary 
September 2008 
Year I
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ADULT MENTAL HEALTH CASE REPORT II SUMMARY
Cognitive work with a 36-year-oid woman presenting with complex mental 
health problems in a Réhabilitation setting
Referral of the problem
Barbara Otwonde, a 36 year-old Kenyan lady was referred to the 
psychology service after she reported hearing critical voices. Barbara was 
given a diagnosis of schizophrenia in 2001, and had lived in hospital 
accommodation ever since. Little was known or understood about 
Barbara's personal history, and essentially my role was to build a 
psychological formulation of Barbara’s difficulties and engage in 
appropriate psychological work with her.
Initial assessment and formulation
Sources of information used for the assessment included: information from 
clinical file, information from hostel staff, clinical interview with Barbara and 
psychometric data using the Dissociative Experiences Scale. An integrative 
model was used to guide the formulation. Formulation enabled us to realise 
the triggering events for the voices, and establish appropriate treatment 
goals.
Intervention and critique
Barbara was offered nine months of cognitive therapy, based on a cognitive 
model (Morrison, 2002). The work included guided discovery, reattribution, 
activity scheduling, psych-education, coping skills and a relapse prevention 
plan. In addition, the work included consultation with the staff team, 
although this was not the focus of the case report. With time, Barbara 
achieved amelioration in her experience of voice-hearing, and was able to 
understand the links with her past. Criticisms of the work included a 
consideration of other treatment models {e.g. schema therapy), and 
reflection on the progress of therapy.
Reference: Morrison, A.P. (2002). A casebook of cognitive therapy for 
psychosis. New York: Routledge.
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SUMMARY OF PLACEMENT EXPERIENCE 
Children and Young People Placement 
Dates: October 2008 to March 2009
Setting: Child and Adolescent Mental Health Service (CAMHS)
Summary of experience:
In total, I worked with eighteen children aged between 4 and 18 years old. 
The work also involved families. I gained experience of working with a 
range of psychological and behavioural presentations including; obsessive- 
compulsive disorder, depersonalisation disorder, self-harm, autism and 
aspergers, chronic fatigue syndrome, social anxiety and communication 
difficulties. Predominantly, I used cognitive-behavioural therapy, but also 
drew on systemic models. A large part of the work involved liaising with 
families, schools and outside agencies. Experience was gained of using the 
neuropsychological tests suitable for children. Additional experiences 
included family therapy work, and one intervention using a specialist 
psychotherapy model. This piece of work was supervised separately by a 
Psychotherapist. Teaching and training was also an important part of the 
placement. Training packages were devised by myself, and delivered to 
other psychologists as well as educational staff.
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Cognitive Behaviourai Therapy with a fourteen year-oid giri 
presenting with symptoms of Obsessive Compulsive Disorder
Children and Young People Case Report Summary 
April 2009 
Year II
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CHILDREN AND YOUNG PEOPLE CASE REPORT SUMMARY
Cognitive Behavioural Therapy with a fourteen year-old girl presenting with 
symptoms of Obsessive Compulsive Disorder
Presenting problem
Laura Beacon, a fourteen year-old white British female was referred to the 
Child and Adolescent Mental Health team (CAMHS) by her General 
Practitioner. The GP suggested a diagnosis of Obsessive Compulsive 
Disorder (OCD) and reported that the self-help guides he gave the family 
had not been effective.
Initial assessment and formulation
Sources used for the assessment included: a clinical interview, the child 
Obsessive Compulsive Inventory, (Child OCI), the Spence Child Anxiety 
Scale (SCAS) and a log of obsessions and compulsions from Laura. The 
Cognitive Behavioural Therapy (CBT) model of OCD was used in the 
formulation process as it seemed an appropriate framework to 
conceptualise Laura’s difficulties. CBT is also recommended by the 
National Institute of Clinical Excellence (NICE, 2005) for young people with 
OCD. Laura was experiencing intrusive images which led to daily checking 
compulsions and reassurance seeking.
Intervention and critique
A collaborative decision was made to use CBT as an intervention. The work 
included externalisation psych-education, exposure/response prevention 
and relapse prevention. With time Laura was able to defuse her intrusive 
thoughts and images and achieved an improvement in her OCD symptoms. 
Alternative theoretical approaches were considered in the critical 
evaluation, such as family systems theory and attachment theory.
Reference: National Institute for Health and Clinical Excellence (2005). 
Treating obsessive-compulsive disorder (OCD) and body dysmorphic 
disorder (BDD) in aduits, children and young people. London. NICE.
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SUMMARY OF PLACEMENT EXPERIENCE
People with Learning Disabilities Placement 
Dates: April 2009 to September 2009 
Setting: Community Learning Disabilities Team (CLDT)
Summary of experience:
In total, ten individual clients and five group clients were seen over the 
course of the placement. Clinical work was conducted at client’s homes, 
day centres, residential homes and outpatient clinics. Clinical presentations 
included generalised anxiety disorder, panic, relationship difficulties, low 
mood, OCD, depression and memory problems. A cognitive behavioural 
approach underpinned most of the client work, but systemic and narrative 
models were also used. A large part of the work was liaising with outside 
agencies and services on the placement. The systemic nature of the work 
meant I encountered a number of ethical dilemmas on the placement. 
Experience of neuropsychological testing was gained, as well as 
experience of comprehensive psychometric testing for suspected dementia. 
Additional experience included teaching care staff about dementia in 
Down’s syndrome, and the delivery of a staff workshop on loss and change.
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Whose choice Is it anyway? My struggle with a client who did 
not consent to therapy: an ethical dilemma in a learning 
disabilities setting
People with Learning Disabilities Oral Presentation of Clinical Activity
Summary
September 2009
Year II
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PEOPLE WITH LEARNING DISABILITIES ORAL PRESENTATION OF 
CLINICAL ACTIVITY SUMMARY
Whose choice is it anyway? My struggle with a client who did not consent 
to therapy: an ethical dilemma in a learning disabilities setting
Referral of the problem
Jim was a 46 year-old white British gentleman who had a mild/moderate 
learning disability. He also had mental capacity. Jim was referred by his 
male care manager in June 2009 to the psychology department. The 
referral requested ‘psychological work is done’ to help Jim manage his 
alcohol intake and understand sexual relationships better. The referral was 
accepted and passed to me in supervision.
An ethical dilemma
It became clear after the first two sessions that Jim had never actually 
consented to the referral. This placed me in an ethical dilemma, as 
professional guidelines are clear on the process of client consent (British 
Psychological Society, 1995).
Formulation
A systemic formulation was used (see figure 1) to understand why Jim had 
been referred without his consent. In Jim’s case, we had a poor therapeutic 
relationship for several sessions. In contrast to previous situations, I tried to 
understand his feelings rather than internalize them
Intervention
Jim was able to express his feelings about the situation, and we were able 
to mend the therapeutic relationship in doing so. Jim made an informed, 
voluntary decision to continue with therapy. This involved life story work, 
and aimed to empower Jim’s sense of self. In light of the ethical difficulties, 
I also did some work with Jim’s care manager to ensure the psychological 
work was supported.
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Making sense of the dilemma: systemic formulationia
■ ?
CARE MANAGER/STAFF AT HOME JIM
Not sure we can trust him 1 feel blamed/punished
W e should be able to keep 1 should have been given
people safe a choice
W e had to 'do' something 1 feel angry
I feel responsible 
should be able to to repair 
this
Figure 1: Systemic formulation 
Reflections on the work
Working with Jim has strengthened my confidence as a therapist. Before 
this placement, I had a fear of ‘doing something wrong'. I took it personally 
when therapy did not progress, which fuelled my belief that it was my fault. 
Bischoff (1997) argues this is a common belief for beginning trainees and 
upon reflection I would agree with this. Working in learning disabilities, 
however, has helped me shift this belief. The work also enabled me to gain 
experience of the ‘rupture-repair’ cycle in therapy, and gave me confidence 
in my own leadership abilities.
References:
British Psychological Therapy (1995). Professional Practice guideiines: 
Division of Clinical Psyctiology. London: British Psychological Society.
Bischoff, R.J. (1997). Themes in therapist development during the first 
three months of clinical experience. Contemporary Family Therapy, 19, 4. 
563-580.
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SUMMARY OF PLACEMENT EXPERIENCE 
Older Adults Placement 
Dates: October 2009 to March 2010
Setting: Assessment and Treatment Team, Physical Rehabilitation for 
Older People
Summary of clinical experience:
Clinical experience was gained across a wide range of presentations 
including: panic disorder, depression associated with Parkinson’s disease, 
memory difficulties, generalised anxiety, fear of falling, bereavement and 
adjustment difficulties. In total, I saw nine individual clients and 21 for 
group-based work. I co-facilitated weekly groups for people with a fear of 
falling. The placement offered an opportunity to work in a purist model, 
using Rational Emotive Behaviour Therapy (REBT). Extensive experience 
was gained of neuropsychological testing. Additional experience included 
some consultation work with the occupational therapy team. A professional 
expertise model was used for consultation, which involved training 
community staff on how to screen for anxiety and depression in stroke 
survivors. The project was written up with the intention of publication in a 
peer-reviewed journal.
"88%
Volume 1 : Clinical Dossier People with Learning Disabilities Placement
Neuropsychological assessment of seventy year-old gentleman 
to identify areas for strength and support post-stroke as part of
ongoing rehabilitation
Older Adults Case Report Summary 
April 2010 
Year III
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OLDER ADULTS CASE REPORT SUMMARY
Neuropsychological assessment of a 70 year-old gentleman to identity 
areas of strength and support post-stroke as part of ongoing rehabilitation
Reason for referral
Dr Ford, a seventy year-old gentleman, was referred to the psychology 
service by a ward doctor following a severe stroke. The referrer requested 
a neuropsychological assessment in order to help Dr Ford identify his 
neuropsychological deficits post-stroke, as well as any relative strengths. 
The purpose of the assessment was to provide information surrounding Dr 
Ford’s neurocognitive status in order to contribute to his rehabilitation 
programme.
Assessment
A comprehensive neuropsychological assessment was completed. Sources 
of information for the assessment included: a clinical interview with Dr Ford, 
information from Mrs Ford, the Geriatric Depression Scale, The Carer 
Strain Index, the Repeatable Battery for the Assessment of Neurocognitive 
Status, the Rivermead Behavioural Memory Test (3^  ^Edn.), the Behavioural 
Assessment for Dysexecutive Syndrome and the Hayling & Brixton tests.
Findings and recommendations
Overall, the findings did suggest some patterns of cognitive under­
functioning. His profile was consistent with frontal lobe damage following a 
stroke as suggested by the relevant literature. The findings from the 
neuropsychological tests administered indicated that Dr Ford’s primary 
deficits were within the domains of memory and executive functioning. 
Relative strengths included his attention, ability to learn a new task (via 
visual presentation), spatial memory, visual memory and 
visuospatial/constructional abilities. The findings were fed back to Dr Ford 
and recommendations were made accordingly.
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SUMMARY OF PLACEMENT EXPERIENCE 
Advanced Competencies Placement
Dates: April 2010 to September 2010 
Setting: Cancer and Palliative Care Service 
Summary of clinical experience:
Clinical experience was gained with a range of presentations, in a specialist 
Cancer and Palliative Care service. In total, I saw nine individual clients and 
approximately 12 for group-based work. Clients all had a diagnosis of 
cancer (although were at different stages in their journey), and their 
difficulties included anxiety, depression, suicidal ideation, panic disorder, 
dealing with uncertainty, psychological adjustment and issues related to 
death and dying. I also co-facilitated weekly emotional health and well­
being groups for people with ill health (Sage et al., 2008). The placement 
offered another opportunity to work in a purist way, utilising second and 
third wave CBT approaches (including Acceptance and Commitment 
Therapy, and Mindfulness). Additional experience included multidisciplinary 
team consultation, and both formal and informal presentations using a CBT 
framework. I also contributed to a service related research project on stress 
and burnout in Macmillan nurses, this involved qualitative analysis of 
interview data, participant collaboration and report writing. Attention was 
paid throughout the placement to my clinical leadership skills, and to 
becoming a newly-qualified clinical psychologist.
Reference: Sage, N., Sowden, M., Chorlton, E. & Edeleanu, A. (2008).
CBT for chronic illness and palliative care. West Sussex: John Wiley.
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RESEARCH DOSSIER
OVERVIEW
This section contains a research log, which shows evidence of the research 
skills and competencies gained throughout training. It also contains an 
abstract of a qualitative research project, and a Service Related Research 
Project, (SRRP) both conducted in year I. In addition, the research dossier 
contains a Major Research Project (MRP) which was conducted in the third 
and final year of training.
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RESEARCH LOG
Research Log
Y. Formulatinq and testing hypotheses and research questions V
2. Carrying out structured literature search and literature search 
tools
V
3. Critically reviewing relevant literature and evaluating 
research methods
V
4. Formulatinq specific research questions V
5. Writing brief research proposals V
6. Writing detailed reserach proposals/protocols V
7. Considering issues relating to ethical practice in research, 
including issues of diversity and structuring plans 
accordingly
8. Obtaining approval from a research ethics committee V
9. Obtaining appropriate supervision for research V
10. Obtaining appropriate collaboration for research V
11. Collecting data from research participants V
12. Choosing appropriate design for research questions V
13. Writing patient information and consent forms V
14. Devising and administering questionnaires V
)5. Negotiating access to study participants in applied NHS 
settings
V
16. Setting up a data file V
17. Conducting statistical data analysis using SPSS V
18. Choosing appropriate statistical analysis V
19. Preparing guantitative data for analysis V
20. Choosing appropriate quantitative data analysis V
21. Summarizing results in figures and tables V
22. Conducting semi-structured interviews V
23. Transcribing and analysing interview data using qualitative 
methods
V
24. Choosing appropriate qualitative analysis V
25. Interpreting results from quantitative and qualitative data 
analysis
V
26. Presenting research findings in a variety of contexts V
27. Producing a written report on a research proiect V
28. Defending own research decisions and analysis V
29. Submitting research reports for publication in peer-reviewed 
iournals or edited book
V
30. Applying research findings to clinical practice V
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The reported training experiences of a group of male clinical 
psychology trainees and their perceived experiences of being 
on a female majority course
Qualitative Research Project Abstract 
June 2008 
Year I
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ABSTRACT OF QUALITATIVE PROJECT
Background: Within the field of psychology females traditionally 
outnumber males, both at undergraduate and post-graduate level. In 
addition, research suggests that female students on these courses 
outperform their male minority peers. This suggests there is a need to 
explore how male psychology students experience being a minority gender.
Aims: This study looked specifically at the experiences of male clinical 
psychology trainees doing a doctoral level course and their perceived 
experiences of being on a female majority course.
Method and Analysis: Five male clinical psychology trainees at the 
University of Surrey were interviewed and an Interpretative 
Phenomenological Analysis (IPA) approach was adopted as a framework 
for the study. Analysis identified three super-ordinate themes. Male 
trainees identified both advantages and disadvantages of being a male 
minority; however it was felt that the most pertinent theme to emerge was 
the questioning of minority gender status as an influential factor.
Discussion: The implications of these finding are discussed within the 
context of enhancing understanding of male trainees’ experiences within a 
female majority course.
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An adventure into multi-family groups: a service evaluation of 
two school-based groups
Service Related Research Project (SRRP)
July 2008 
Year I
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Abstract
Title An adventure into multi-family groups: a service-related project 
evaluating the views of teachers and parents
Objective To provide a snapshot evaluation of the effectiveness of two 
Multi-Family Groups in South London, running since 2005 and 2006 
respectively. In essence, Multi-Family Groups aim to support children and 
families who are marginalized or at risk of being excluded from School. The 
groups follow the format of the Marlborough Model which is the pioneering 
Multi-Family Service in the UK.
Design A cross-sectional study, which adopted a mixed-method approach 
and a between subjects design.
Setting The groups are held at two Primary Schools in the same borough, 
run once a week and are facilitated by staff from Social Services, the NHS 
and a link to the School.
Participants The pre-group dataset consisted of 17 completed 
questionnaires from teachers and 18 from parents. The post-group dataset 
consisted of 8 completed questionnaires by teachers and 9 from parents. 
Retrospective data was used.
Main Outcome Measures The measures that were analysed were pre 
and post-group questionnaires completed by teachers and parents of the 
referred children.
Results and Conclusions The findings suggest the groups have had 
many positive effects for families and educational staff; however there were 
several flaws in the design and measures currently in place which 
prevented any powerful conclusions to be made from the results. This 
project has identified a strong need for effective outcome measures in the 
service which assess outcomes relevant to the aims of the intervention.
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Introduction
Laqueur et al. (1964) are considered the founders of multifamily work, 
relating to their work with 'schizophrenic patients' and their families (Asen,
2007b, p3). Over the past thirty years this systemic framework (Asen,
2007b) has also been adopted as an approach to working with children and 
adolescents who are experiencing difficulties within educational settings.
Multi-Family Groups (MFGs) involve putting 6-8 families together on a 
regular basis to form a 'therapeutic community' (Asen, 2007b, p4) which 
facilitates change and learning from one another. The purpose is twofold, 
firstly to support the child with their difficulties and secondly to support the 
parents (Asen, 2002a). The leader in UK multi-family work is the 
Marlborough Service, who recently developed a Multi-family group model 
(Asen eta!., 2001). This model has been identified as a framework for:
'Bridging the gap which often exists between sociai work practices and the 
clinical work of psychiatrists and psychologists' (Asen, 2007b, p8).
When applied to Primary level children, the group model clearly 
demonstrates part of what was outlined in the Green Paper, Every Child 
Matters (Department for Education and Skills, 2003; Department for 
Children, Schools and Families, 2006) which aims to protect and support 
children and their parents from being marginalized or excluded.
The efficacy of school-based multi-family groups appears promising, as the 
Marlborough Service report over 90 per cent of the children referred are 
maintained in mainstream school (Asen, 2008c). Further positive effects 
include improved academic achievement and attendance and a reduction in 
anti-social behaviour. Parents were also found to have improved parenting 
competencies as a result {e.g. clear boundaries & communication) and 
there was a development of trust with professional service providers and 
improved family/school relationships (Asen, 2008c).This project aimed to 
evaluate how two fairly new MFGs (started in 2005 and 2006) have been 
developing in south London. The groups follow the format of the 
Marlborough model (see appendix A for details) and their primary objective 
is to support children and parents with their referral ‘problem’ {e.g. 
disruptive behaviour, difficulty with reading) and the curriculum. Despite a
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brief pilot report of one group in 2006, little is known about the positive or 
negative outcomes of the groups or what elements are particularly 
beneficial for families.
Aims
The aim of this project was to provide a snapshot evaluation of the 
effectiveness of two MFGs from the perspective of teachers and parents. It 
was hoped the results would be useful in assisting the service to develop; 
in relation to the structure of the service and the methods of evaluation that 
are currently in place.
Method 
Design
This project is a cross-sectional study, which adopts a mixed-method 
approach and a between subjects design. Change could not be assessed 
by statistical analysis because:
1. The question content of the pre and post measures did not match
2. The pre and post measures were not all completed by the same 
people (not matching pairs)
Setting
The groups are held at two schools in South London and the school profiles 
can be found in appendix B. The groups are run once a week for two hours 
by a Family therapist who is employed by Social Services, a behaviour 
support worker and an inclusion worker who is employed by the school.
Members of staff are linked with a Clinical Child Psychologist in the local 
NHS child psychology service. The project itself was conducted outside the 
schools for logistical reasons.
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Data sources
Demographical information about the child and family was achieved from 
completed referral forms, which are completed by the teachers. Data was in 
the form of completed (so retrospective) pre and post-group questionnaires 
(see anonymised examples in appendix C). These are issued to 
parents/carers and teachers upon starting and finishing the group. Both 
questionnaires include a mixture of structured, likert-style questions and 
open-ended questions. The pre-group questionnaire was designed to 
provide a basis for comparison and focuses on the hopes and views of the 
parent about their child's needs and difficulties. The post-group 
questionnaire was designed to elicit evaluative feedback from the parents. 
The questionnaires were constructed by the MFG staff team and their 
validity is unknown.
Sample
The final sample used in this project is presented below.
Teachers Parents
Pre-group questionnaires 17 18
Post-group questionnaires 8 9
Procedure
This study fell within the remit of service evaluation; therefore it was not 
necessary to involve an ethics committee. All the completed questionnaires 
and referral forms were securely kept at each respective school and 
consent was achieved from the Head Teachers to use the school-related 
data (appendix D). All families were sent an information sheet about the 
project with an opt-out form (appendix E) as retrospective data was used. 
All participant information remained anonymous and confidential.
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Analysis
Quantitative analysis
The ordinal data (derived from all the likert-style questions) from the 
measures were inputted into a datasheet. Descriptive data (percentages) 
were then calculated. The quantitative aspects which were measured were 
levels of hope about the groups (parents and teachers), views about the 
school/family relationship (parents and teachers) and the impact of the 
MFGs on parenting (parents only).
Qualitative analysis
The questionnaires also included a number of open-ended questions.
Thematic Analysis was used to analyze these (as prescribed by Braun and 
Clark, 2006) as the data was not wedded to a particular theoretical model 
or framework. Given that a good thematic analysis is 'transparent' about its 
position (Braun & Clark, 2006), it is noted here that the themes were 
formed from a critical, evaluative position following a period of familiarity 
with leading Multi-family-group models {e.g. Asen et al., 2001). Themes 
and sub-themes were checked for their formative reliability by re-applying 
them to the data and are developed or changed further if required.
Results
Descriptive information
Demographic information (see below) derived from the completed referral 
forms. A number of these referral forms were incomplete which meant a 
complete picture of the sample was not possible. Despite the missing data, 
it is clear that the majority of children referred to the group were boys (41.7 
per cent) and at least a third of the sample came from single parent 
families. The length of time spent in the MFG ranged between 2 to 24 
months, with an average stay of 10.5 months.
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Table 1 -  Demographic information derived from completed referral forms
Descriptor Average Range
Length of time at MFG 10.5 months 2-24 months
Gender of children
Boys 41.7%
Girls 16.7%
Missing data 41.6%
Children on SEN register
Yes 27.8%
No 8.5%
Missing data 63.7%
Children from single parent family
Yes 33.3%
No 30.6%
Missing data 36.1%
Pre group results
Levels of hope regarding the MFGs
Overall both teachers and parents were hopeful that their child's difficulties 
would improve (see Figure 2), although by reading the question it is unclear 
if 'hope' is directly related to the MFGs or just hope ‘in general’. This finding 
possibly suggests families who participate in the groups are highly engaged 
in the work.
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■  Parents
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hopeful unsure 
Questionnaire response
not very 
hopeful
Figure 1 - Levels of hope of parents and teachers about the effects of participating 
in the multi-family groups
Post group results
Feedback
The qualitative analysis allowed several main themes to emerge from the 
data, which encapsulate the perceived positive effects after the MFGs from 
teachers and parents. Teachers generally reported the groups encouraged 
a positive learning experience where the children’s behaviour in class and 
learning skills improved after the groups. They also noticed several 
changes for the child, including the child having more confidence and being 
happier. Parents reported similar positive changes in the child, but also 
reported their child having more motivation and an improvement in 
schoolwork. A more prominent theme for parents was how MFGs provided 
an opportunity for parental growth, in allowing bonding to take place and 
creating a feeling of empowerment for the parents. A breakdown of the 
main themes and sub-themes and relevant examples are shown in the 
following table.
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Table 2 - Primary themes and sub-themes derived from thematic analysis of the 
post-group questionnaires from both teachers and parents
Themes from teachers Examples from data
Positive learning experience 
Childs learning has improved 
Better relationship with family
Changes in the child
Child is happier
Child has more confidence
"**** is more organised in class now" (N1, Q2)
“the target book helped start conversations with 
about how she was doing” (t\A1, Q3)
“..she seems happier within herself” (K1, Q2)
“**** is now more mature and responsible in school 
and her confidence has also increased” (K1, Q2)
Themes from parents Examples from data
Changes in the child 
Child more motivated 
School work has improved
Child has more confidence
Child has better concentration
Opportunity for parental growth 
Child-to parent bond
Intimate support network: parent-to-parent 
bond
Parent affiliation to school 
Empowerment of parent
“he tries to do tasks now and is more motivated” (J1,
Q1)
“**** focusing on his key targets and reflecting 
honestly on his achievements each day” (D1, Q2)
“**** has grown in confidence during her time with the 
group” (C1, Q1)
“..he has gained a better attention span but his 
problems and difficulties will stay with him” (M, Q2)
“**** and I have been able to communicate better 
about school” (M1, Q2)
“being able to chat to other parents and not feeling 
alone” (D1,04)
“Working with the School was great for both of us.
We are really on the same side and I feel we have 
more respect for each other, but at the same time we 
like each other” (D, Q3)
“I feel able to take parental control, but allow my son 
to approach me without being controlled. We talk 
more but I’m firm” (D, Q2)
105 I
Volume 1 : Research Dossier Service Related Research Project
School-family relationships
Figure 4 shows how 75 per cent of teachers and 44 per cent of parents 
responded that relationships between them were good. Interestingly more 
parents described the relationship as excellent than teachers did (34 per 
cent in comparison to 25 per cent). However, no teachers or parents 
described their relationship with each other as poor.
50
Percentage 4 0
Excellent Satisfactory PoorGood
Questionnaire response
El Teachers 
■ Parents
Figure 2 -  Teachers’ and parents’ views of the school-family relationship after chiid 
has attended a MFG
Impact on parenting
Parents reported finding the MFGs helpful (52 per cent), with smaller 
percentages finding it very helpful (30 per cent) and a few who reported no 
change at all (9 per cent). For the small percentage of parents who found 
the groups very unhelpful (9 per cent), no further explanation was given as 
the question is structured as a scale.
Percentage
60
50
40
30
20
10
0
1  r #  ■ ■ - f= i •
Very helpful no unhelpful very 
helpful change unhelpful
Questionnaire response
Figure 3 -  Parents’ views of the impact of the MFGs on their parenting skills
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Discussion
Overall this project suggests the MFGs were positively viewed by both 
parents and teachers and numerous positive effects were reported. The 
findings resulting from the qualitative analysis of the post-group 
questionnaires revealed parents and teachers felt positive changes had 
taken place as a result of attending the groups. These results are in line 
with most of the aims of the Marlborough Service MFG model. A common 
theme for parents in this project was the opportunity the MFGs provided for 
bonding, with other parents, their child and with the school. Most parents 
reflected briefly on how this led to greater understanding of their child and 
how to support them with their difficulties. Asen (2008c) argues this 
understanding and development of skills is crucial to improving early 
attachment difficulties between parent and child. A theme common to 
parents and teachers was the notable changes in the child after attending 
the MFGs. Children were reported to be more confident, more able to 
concentrate, more settled, motivated and generally happier in and out of 
class. Teachers also reported improvements in the children's' learning and 
school work. These perceived changes may also provide evidence for 
predictions to be made about families’ potential for permanent change. 
Change tends to be a slow process for families who '[have] become 
entrenched in chronic problematic relationship patterns' (Asen, 2007b, p6). 
However, families' progression in MFGs is thought to be a good indicator of 
how change can occur when given appropriate support (p6).
With regards to the feedback, the Marlborough service emphasize the 
importance of getting feedback from Head Teachers and children (Dawson 
& McHugh, 1994) as a way of obtaining a different perspective on any 
changes that are experienced. For example, they report Head Teachers 
have noted that certain teachers have altered their teaching style and 
attitude to parents after participating in the groups. They attribute this to a 
breakdown of the family/school relationship, which is part of the MFG 
process. Similarly, the feedback from children participating in the groups is 
noted as important in group effectiveness. Dawson and McHugh (1994) 
found children reported to feel normalised after participating in the groups, 
rather than feeling like a ‘problem-child’. Given this, it may be useful for the 
two groups in the present project to consider ways of obtaining similar
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qualitative feedback with a means to obtaining a "complete" picture of any 
changes which occur.
There were high levels of similarity between teachers and parents views 
about how positive school-family relationships were, and not one family 
described their relationship with the school as poor (pre or post the groups).
This is an encouraging finding. However it may not be truly representative 
of all relevant school-family relationships because families who choose to 
participate in the groups are the most likely to engage well (Cooklin et al.,
1983). Therefore it would be interesting to gain an understanding of the 
reasons why some families choose not to participate in the groups.
Interestingly, about 9 per cent of families in this project reported 
experiencing no change after the MFG, possibly indicating that some 
families have multiple and potentially longitudinal needs which are not best 
met by MFG-work. Given this, families could have an assessment of need 
session before starting the group, as some may have difficulties which 
require specialist support or individual family therapy work. Asen (2007b, 
p6) encourages arranging a "network meeting" prior to undertaking the 
actual MFG work which involves parents, all the different professionals and 
school representatives involved in the child’s care attending. Asen (2007b) 
also denotes that such meetings ensure "parents can respond and define 
what their own concerns and needs are' and allow a "map" of all the people 
involved in the child’s care to be drawn which allows understanding and 
bridges connection (p6).
Limitations
Due to the word-limit constraints associated with this report, only the main 
difficulties encountered in this project are discussed here. The major 
limitations of this project relate to the measures that were used and the 
design that was imposed. Although both questionnaires yielded some 
interesting feedback data, they were not particularly effective in providing 
outcome data. Many of the questions on the post-group questionnaire 
involved ambiguous language and gradients of change which were not 
standardised; meaning people had different interpretations of the question.
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For example,
“What impact do you think group has had on your parenting?
[Please circle] “Very helpful/helpful/no change/unhelpful/very unhelpful”
(Post-group parent questionnaire)
Gillham (2000) encourages the inclusion of ‘simple questions’ which are not 
‘ambiguous’ or ‘inadequate’ (p10), as ‘question wording can have a major 
effect on answers’ (p12). Therefore an improvement would be to use 
quantifiable and specific language which account for a wide range of 
responses from the questionnaires, and it would be helpful to pilot the 
questionnaire before implementing it. Furthermore, the questionnaires were 
designed to only elicit positive feedback, with no questions which prompt 
thinking about more difficult aspects of the group. This information would be 
equally as useful to gain, as it would provide an insight into the challenges 
of multi-group working and help the staff be aware of the individual needs 
of each family. Moreover, the majority of questions on the forms ask about 
quite sensitive issues and relationships, and there is no indication of who 
will see what is written. It may be useful to include a transparent statement 
on the questionnaires about exactly how the information could be used and 
who will see it (Gilham, 2000). Gillham (2000) points out, 'If respondents 
are clear about what you are trying to find out, and why, they are much 
more likely to respond appropriately and helpfully or, indeed, at all' (p38).
At the present time, there is little empirical research documenting the 
outcomes of MFGs in the UK. In order to document group effectiveness, 
the leaders in American MFG work (Families and Schools Together; FAST) 
stipulate a need for appropriate measures:
'A ma]or strength of FAST is that every aspect of the programme has been 
specifically built on a strong evidence-base and each of these is measured 
individually' (McDonald, 1998).
The programme routinely measures six outcomes {Family functioning,
Family Social Isolation, Parent Involvement at School, Child Behaviour at 
Home as rated by parent. Child Behaviour at School as Evaluated by the 
teacher and Family-consumer rating of the FAST experience) using 
standardised instruments with established validity and reliability. Given this,
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an alternative recommendation from this project would be to consider using 
similar standardised outcome measures.
Summary of recommendations
A summary statement for the service documenting the key findings and 
recommendations of this project can be found in appendix F.
Dissemination of the results
This report will be given to the staff team from both MFGs and the Clinical 
Psychologist who supervised the project (field supervisor). In addition, three 
presentations about the project are scheduled to take place between 
August and October (see appendices G and H).
Conclusion
To conclude, this project provides a snapshot evaluation of two MFGs 
which are based on the principles of the Marlborough Model. The findings 
suggest the groups have had many positive effects for families and 
educational staff, however there were several flaws in the design and 
measures currently in place which prevented any powerful conclusions to 
be made from the results. This project has identified a strong need for 
effective outcome measures in the service which assess outcomes relevant 
to the aims of the intervention. Finally, recommendations for rewording the 
pre and post-group measures and honing data collection methods are 
suggested
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APPENDIX A
Group leaflet
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APPENDIX B 
School profiles
School 1
A mixed, state Primary School in south London with approximately 439 
pupils. About 53% of these pupils have statements of SEN or are supported 
at School Action Plus.
School 2
A mixed, state Primary school also in South London and has approximately 
336 pupils with an average percentage of 22% of these pupils with 
statements of SEN or supported at School Action Plus.
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Volume 1: Research Dossier Service Related Research Project
APPENDIX C
Examples of anonymised data
M u l t i  F a m i l y  G r o u p  
P r e  g r o u p  P a r e n t  q u e s t i o n n a i r e
C h i l d ’ s n a m e :    D a t e : L ! . / ! l J D ^
M o t h e r ’ s n a m e :  l H H H H H t e . . . . . . .
F a t h e r ’ s n a m e :  MÊÊÊÊKÊ. . . . . . . . . . . . . . . . . . . . . . . . . . .
1 .  F o r  w h a t  r e a s o n  h a s  y o u r  f a m i l y  b e e n  r e f e r r e d ?
. . a c h o o L  .................................................... .
2 . F o r  h o w  l o n g  h a s  y o u r  f a m i l y  b e e n  e x p e r i e n c i n g  
t h e s e  c o n c e r n s ?  P t e e c z r c / e ;
Wèeks 
■ Less than 6 months 
More than 6 months 
M ore than a year 
(" 'lê ï^ ^e n  months o r rnôrè~y
3 .  H o w  d o  t h e s e  p r o b l e m s  a f f e c t  y o u r  f a m i l y  n o w ?
Please circle:
a ll the time /^wst o f  the tirney  sometimes /  occasionally /  not at a ll
4 .  W h a t  c h a n g e s  a r e  y o u  h o p i n g  f o r ?  ,
.Go . ..  f .d lo c b 'o n   ...............................
. 0 Ê Ê H Ik -. . .. G c x . . # # # # .  .:to .....
. .Væ . . ;. C c w > ... .c XQ .
I . \ C \ < f) 1 1 ^ ' .A— -X* 1—. VLOv\Q:iO VxS— L)ir=S Vv^—S, A-cd’ /
5 .  H o w  h o p e f u l  a r e  y o u  t h a t  t h i n g s  w i l l  g e t  b e t t e r ?
Please circle:
Very hopefu l(Iwpefuiy unsure/ not very hopeful '
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5. How would you describe your relationship with the 
school? Please circle:
excellent / good/satisfactory/ poor
6. What impact do you think this group has had on 
your parenting? Please circle:
very helpful /  helpful /[no chan^ /  unhelpful /  very unhelpful
7. Any other comments?
Thank you for the time you have taken to complete
this evaluation.
Ti?r
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M ulti Fam ily Group 
Evaluation Form
Fam ily N am e. .S S S S B p.. ......  D a te ..
C h ild ’s N a m e ..? !IH te ç__
1. How much do the problems you cam e w ith affect 
your fam ily now? Please circle:
all the time /  most o f  the time ( sometimes^ occasionally /  not at all
2, W hat has your family gained from  the m ulti fam ily  
group?
W hat other changes have you noticed?
 . h o ’^ x . . .  f y .  . .Çvv). .
W ho has benefited most?
................. . .3   ^  ^  ^ W z -
3. W hat was the m ost significant part o f  the work?  
e.g. something you found useful
 . h^YVSr. . \ t v v ?V. j? .  .§ ? .
. k i v .  A  . .  k K . ^ ....
4. W hat else have you found helpful? 
e.g. other services i f  any:
 V V W ) 6  W f ) ? - . . .........................................
    ......
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5. How would you describe your relationship with the 
school? Please circle:
excellent /  good /  satisfactory / poor
6. What impact do you think this group has had on 
your parenting? Please circle:
very helpful /  helpful /[no chmg^ /  unhelpful /  very unhelpful
7. Any other comments?
Thank you for the time you have taken to complete
this evaluation.
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APPENDIX D
Letter to Head Teachers of schools
C/0 Charlotte King 
Department Of Psychology 
School of Human Sciences 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
Head Teacher 
Dear Sir/Madam
Re: Evaluation of Multi-Family Groups
We are two trainee clinical psychologists who are currently in the first year of our 
doctoral training in clinical psychology with the University of Surrey. As part of our 
studies we are required to complete a service related research project. The 
university were subsequently approached about working with *********  ^ Family 
Therapist about conducting an evaluation of the multi family groups that are run 
within your schools.
We have since been in contact with **** and ******** about what data is available 
and how the evaluation can be most useful to the different sen/ices involved. It 
was agreed that the overall aim of the study will be to evaluate the effectiveness of 
the multi family groups, which will include demographic information, length of 
attendance and drop out rates, a summary of the difficulties the children attend 
with, evaluation of changes in target scores and ratings on the strength and 
difficulties questionnaire, and a summary of the pre and post questionnaires. We 
will provide a comprehensive report detailing the findings of the study to the two 
services once it has been completed.
The data required to complete this study is already available in the detailed records 
kept by the group facilitators. We have requested to have access to copies of the 
data once appropriate information has been anonymised in order to protect 
individuals’ identity. We wanted to take this opportunity to inform you about the 
nature of the study and would be happy to answer any questions you may have, 
we can either be contacted at the above address or via email 
( * * * * * * * *(5)surrev.ac.ul< /  * * * * * * * * * ( 5 )s u r r e v .a c .u k L
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APPENDIX E
Information Sheet for families
We are two trainee Clinical Psychologists who are currently in our first year 
of our Doctoral training in Clinical Psychology with the University of Surrey.
The reason we have contacted you is because we are doing some 
research at ******* and ******* Primary Schools on the multi-family groups 
that you recently participated in. We are interested in finding out the 
demographic details of families who attended the groups, attendance levels 
and about the content of the groups. The results of our study will be used to 
help the group be developed and will provide a comprehensive written 
evaluation for the staff members.
It should be noted that we are not employed or directly connected to the 
Schools or Social Services and all your data will be completely anonymous 
to protect your identity.
If you do not want your (anonymous) information from the group to be 
used in the study then please contact us using the email address 
below or you can reply to this letter using the address below. Unless 
we hear from you we will assume that you are happy for us to use 
your information which we agree to make anonymous.
If you have any further questions about the research then please feel free 
to contact either of us using the contact details below. Thank you for your 
time and for potentially assisting us with our research.
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APPENDIX F
Recommendations for service
Amendments to pre and post measures
❖ This project has identified a need for the questionnaires to measure 
the relevant parts of the MFG work. Therefore, you could tailor the 
likert-style questions to ask about specific aspects of the group (e.g. 
communication between parent and child) which parents could 
respond to both before and after the group. For the quantitative 
questions, using more quantifiable language would help counteract 
this problem. The range of response options (which can be more or 
less than 5) needs to be as exhaustive as possible.
❖ Many of the open-ended questions had a second prompt below 
them (e.g. ‘something you found useful’). This reads as quite 
presumptuous and you may receive richer information if more 
neutral questions are asked with no prompts or examples. For 
example,
‘‘How would you describe your experience of being in the MFG?”
❖ Both pre and post questionnaires need to match in their content in 
order for direct comparisons to be made. This would also enable 
statistical tests to be conducted on them to find any significant 
differences of change within the child’s development.
❖ Some of the language on the questionnaire schedules was 
ambiguous and from reading some of the responses, it was evident 
that some parents interpreted the questions very differently.
Therefore, once the questionnaires have been changed according 
to this feedback, it would be helpful to pilot them on a small sample 
of parents and teachers and get feedback about the readability and 
effectiveness of them. This will enhance the validity and reliability of 
the measures.
❖ It would be useful to include a statement on the questionnaires for 
parents and teachers that denotes how the information may be used 
and who will see it, as this may alter the type of comments that are 
written. If there is a possibly that the data will be used in further 
similar research projects or audits, you may want to include a 
sentence about this and inform them how anonymity will be 
protected.
Add a ‘thank you’ or equivalent statement at the end of the 
questionnaire.
Data collection
❖ Data analysis would have been more powerful if there were an 
equal number of completed pre and post questionnaires. At present 
it seems there are difficulties with administering post-group 
questionnaires, both to teachers and parents. A system needs to be
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put into place where teachers and parents complete the 
questionnaires routinely rather than on an ‘ad-hoc’ basis. It may be 
helpful to decide upon a deadline for completing the post-group 
questionnaires, even if this is before families have graduated from 
the group. This way change can still be assessed. The 
Marlborough service advocate that an average stay in their groups 
is 3-6 months, so perhaps the 3-month mark would be a good time 
to have post-group questionnaires done.
The need for completion of the questionnaires is essential for any 
service evaluation or audit. Therefore, once the questionnaires have 
been amended it needs to be stressed to the team and all teachers 
completing forms, how important they are. Some services find 
printing questionnaires on different coloured paper can be helpful in 
increasing their response rates and act as a reminder.
At present, all the data is kept together in a file. It would be better 
for evaluation purposes to keep an individual file for each child 
which contains all their service-related documents. This would 
prevent paperwork getting mixed up and make identification of un­
administered measures easier.
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APPENDIX G 
Dissemination Plans
1. At the Multi-family group steering group meeting -  includes staff 
from both groups and lead Clinical psychologist
2. To the Local Education Authority (LEA) - as requested by the staff 
team
3. To the families who participated in the project and in current groups
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APPENDIX H
Evidence of dissemination
Lisa Neffgen/C laire Cooley  
Departm ent of Psychology 
University of Surrey 
Guildford 
G U 2 7XH
24"* June 20 10
D ear Lisa and Claire
thorough report dated July 2008.
schools) and in the continued planning of the service. 
M y best w ishes to  you both in your future careers,
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Abstract
Bacl^ground: Previous studies suggest high prevalence rates of workplace 
bullying in the NHS (Quine, 1999), however research efforts have 
concentrated mostly on medical professionals. Psychologists have a key 
role in delivering care, thus it was deemed important to know how this 
phenomenon impacts the NHS psychology workforce.
Objectives: The primary objective of the study was to assess whether NHS 
Clinical and Counselling Psychologists report experiencing workplace 
bullying (negative acts) at work. Secondly, the study aimed to examine the 
relationship between bullying and occupational health outcomes; 
psychological distress, well-being, job satisfaction, propensity to leave and 
resilience (as a moderator).
Sample and method: The study adopted a quantitative, cross-sectional 
survey design. The sample comprised of 85 psychologists, representing a 
response rate of 51 per cent. The gold standard Negative Acts 
Questionnaire-Revised (NAQ-R) was employed as the primary measure.
Results: One tenth of clinical and counselling psychologists in the
responding sample reported being bullied in the last six months. Using an 
objective criterion of bullying, this figure rose to a third. Job satisfaction 
showed a consistently significant inverse association with workplace 
bullying. Resilience did not have a moderating effect in this sample.
Discussion: Findings from the study suggest a substantial proportion of 
psychologists in this sample had been bullied, and contributed to an 
expanding evidence base regarding bullying in the NHS. The prevalence of 
self-reported bullying in psychologists was lower than in other professional 
groups. Clinical implications related to policy and practice, and were 
relevant for both psychologists and NHS organisations.
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CHAPTER ONE: INTRODUCTION 
1.1 Introduction Overview
The introduction^ to this paper provides a theoretical framework and 
historical context for the phenomenon of workplace bullying. It aims to 
establish the context for the research, and consider some of the definitional 
issues associated with workplace bullying. In addition, it aims to highlight 
the gap in current bullying literature regarding NHS psychologists.
In line with current research, the following terms will be utilised throughout 
the project: ta rge t- used in order to describe a person on the receiving end 
of bullying -  and perpetrator/s -  referring to the person or persons 
demonstrating the negative actions.
1.2 Emergence of Workplace Bullying as a Research Topic
Bullying in the workplace has recently been recognised as a prevalent and 
serious phenomenon. It is believed that the term 'mobbing' was first 
harnessed by the German educational psychologist. Dr. Leymann 
(Leymann, 1990). However, it was only later in 1992 that the British 
journalist, Andrea Adams, used the term workplace bullying (Namie, 2003).
During the late 1990s there was an initial period of cynicism towards 
recognising such a phenomenon (Rayner & Cooper, 1997). Nevertheless, 
the concept eventually gained credence on an international scale. In the 
UK, research into workplace bullying began to intensively emerge during 
the late 1990's. Initial studies, to list a few, utilised willing populations 
(Einarsen at a!., 2003), including a student sample (Rayner, 1997), public 
sector organisations (Quine, 1999; UNISON, 1997), an international 
organisation (Cowie at a/., 2000) and a representative national sample 
(Hoel atal., 2001).
As a result of the aforementioned developments, which have been steady 
over recent decades, workplace bullying has since become an important 
field of research. It appears to serve the vested interests of both 
organisations and the general public alike. At present, there is a deluge of 
research on workplace bullying, thereby providing a host of definitions and
 ^ A detailed account of the literature search can be found in Appendices A and B
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conceptual frameworks. The following section considers the developments 
of the definition of workplace bullying over time.
1.3. What is Workplace Bullying?
1.3.1 Problems with Terminology
The term workplace bullying has been the subject of on-going debate, and 
remains to be an area of contention. Throughout international literature, the 
term has been used interchangeably and used in conjunction with a variety 
of other terms. Terms such as ‘workplace deviance’, (Robinson & Bennett,
1995) ‘relational aggression’, (Dellasega, 2009) ’workplace incivility’,
(Barnes & Pope, 2007) and even ‘horizontal violence’ (Duffy, 1995) have all 
been cited in this manner. Moreover, workplace bullying is often used 
synonymously with the term ’harassment’ (Einarsen, 2000; Namie & Namie,
2004) despite the fact that the two are distinct concepts. For instance, Acas 
(2009) describe harassment as acts of discrimination based on one’s 'sex, 
age, race, disability, religion, sexual orientation, nationality or any personal 
characteristic of the individual’ (pi).
Authors of literature concerned with workplace bullying tend to allude to a 
similar phenomenon; however the use of terms can be viewed as 
inconsistent. Undeniably, bullying is a difficult concept to grasp, but it is 
important to ensure consistency between different authors in order to make 
progress in this arena. Accordingly, the inconsistency between different 
authors warrants further consideration. Upon reflection, a number of the 
variations might be explained by cultural differences in terms of 
interpretation and translation. ’Mobbing’, for instance, is still used to 
describe workplace bullying in Scandinavian research (Einarsen et al.,
2003) whilst ’ragging’ is a term used in India to describe the teasing of, or 
rudeness to, junior members of society (Garg, 2009). Notably, however, the 
term ragging has also been used interchangeably with the term workplace 
bullying (Garg, 2009). Aside from cultural differences, there is little sense of 
why different authors continue to reinvent workplace bullying with the use of 
different terms. Perhaps it is partly explained by competition between 
researchers. Research on workplace bullying is at a peak, which therefore 
means there is continued scope for theoretical ownership.
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Despite the debate and a lack of consensus in relation to terms and their 
definitions, workplace bullying has been established as a term in its own 
right within the UK. A plethora of formal definitions have subsequently been 
offered in order to clarify its meaning. However, to date, there is still no 
internationally accepted definition, which has been highlighted in almost 
every published article on the subject. Rather, definitions commonly include 
a description of what workplace bullying is, with reference to specific 
behaviours. An example of one such definition is presented below, which is 
sourced from one of the leading anti-bullying charities in the UK:
'Bullying is a compulsive need to displace aggression and Is achieved by 
the expression of inadequacy (social, personal, interpersonal, behavioural, 
professional) by projection of that inadequacy onto others through control 
and subjugation (criticism, exclusion, isolation etc). Bullying is sustained by 
abdication of responsibility (denial, counter-accusation, pretence of 
victimhood) and perpetuated by a climate of fear, ignorance. Indifference, 
silence, denial, disbelief, deception, evasion of accountability, tolerance 
and reward (e.g. promotion) for the bu ll/. (Field, 1999; n.p.)
Field’s definition focuses more keenly on the motivations of the bully rather 
than the process of bullying. This leaves the reader with a vague 
appreciation of the experience from the target's perspective. Moreover, the 
reference made to ‘aggression’ is also misleading, as it may potentially 
cause an individual to consider bullying as a physical phenomenon. In 
actual fact, bullying is often invisible to others (Cleary et al., 2010; Namie,
2003) and comprises a strong psychological element.
Essentially, definitions do share the view that bullying is unwanted (Acas,
2009), with negative consequences for the person or persons on the 
receiving end (Hadikin & O'Driscoll, 2002). Another area of consensus 
concerns the notion that bullying is a relational process. Bullying has been 
characterised as an exchange of actions between different systems, which 
can occur at a dyadic level but also at group level (Heames & Harvey,
2006; Schuster, 1996) and may potentially involve several perpetrators.
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1.3.2. Nature and Frequency of Bullying
Another popular area of debate is associated with the duration of bullying 
behaviour, and many questions have been posed in mind of such. For 
example, how many incidences qualify as an experience as bullying? Do 
actions need to be persistent, or can bullying be a one-off incident? Many 
theorists have grappled with such questions, and have consequently 
struggled to clarify workplace bullying in relation to frequency. In early 
literature, conceptualisations qualified one-off incidents as bullying (Adams,
1992); however, such definitions were thought to be based on 'anecdotal 
accounts' (Cowie ef a/., 2000, p i28). Leymann (1990; 1996) contended this 
view and further argued that behaviours were required to persist weekly for 
at least six months in order for such actions to qualify as bullying. Indeed, 
defining bullying as a one-off incident is too simplistic, and such a notion 
insinuates that subtle bullying behaviours are unimportant. Arguably, subtle 
bullying behaviours are actually more important, as they fundamentally 
expose the individual to repeated experiences of 'psychological harm'
(Hadikin & O'Driscoll, 2002, p i5). At this point in time, it is widely accepted 
that bullying is not a one-off occurrence, but a series of behaviours which 
build up over time (Hutchinson at a/., 2006). Over recent years there has 
been a shift towards measuring workplace bullying in terms of 'negative 
acts'. The Negative Acts framework was founded by Einarsen and 
colleagues in Denmark. The Scandinavian definition of workplace bullying 
(Einarsen & Skogstad, 1996) is one of the most widely used, and has been 
adopted as the most appropriate for this study;
‘A situation where one or several individuals persistently over a period of 
time perceive themselves to be on the receiving end of negative actions 
from one or several persons, in a situation where the target of bullying has 
difficulty In defending him or herself against these actions’ (Einarsen &
Skogstad, 1996, Negative Acts Questionnaire, p2)
Einarsen views the workplace as a venue for negative acts, (Einarsen &
Raknes, 1997) and further stipulates that it is the acts themselves which 
need to be measured. In essence, negative acts are behaviours which each 
represent experiences of workplace bullying. A distinction is made between 
negative acts which are work-related, ('someone withholding information 
which affects your performance') those which are person-related, ('being
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humiliated or ridiculed in connection with your work') and finally acts of 
physical intimidation ('being shouted at'); (Einarsen et al., 2009). An 
advantage of the Scandinavian definition is that it taps into the insidious 
nature of bullying (Greenberg, 2010). With this in mind, it allows bullying to 
be understood as a 'gradually evolving process' (Langan-Fox et al., 2007, 
p67), which fundamentally marks an important shift in the academic field.
In today’s modern workplace, it is important to acknowledge that forms of 
workplace bullying may change. For example, cyber bullying is now thought 
to be on the rise (Priviteria & Campbell, 2009).
1.3.3. Power and Intent
Researchers tend to agree that an imbalance of power is central to 
definitions of bullying. Rayner et al. (2002) helpfully distinguish between 
formal and informal power with regards to bullying. Whereas formal power 
is associated with one's own status or position. Informal power is 
considered to be more subtle, and ultimately resides within the personal 
characteristics of the perpetrator (Rayner et al., 2002; p i 2). Examples of 
informal power include ‘quickness of tongue’ or ‘strength of character’
(Rayner et al., 2002; p i2). In some cases, perpetrators might have both 
formal and informal power in relation to the target (Rayner etal., 2002).
However, researchers in the field disagree concerning the role of intent. On 
the one hand, it is argued that bullying is an aggressive, directive 
interaction which infers intent by the bully (Bjorkqvist et al., 1994).
However, as highlighted by Rayner et al. (2002) such an argument 
insinuates that bullying has not occurred in the absence of intent. A further 
important consideration is the fact that intent is also a difficult thing to 
prove, (Einarsen et al., 2003) and even more difficult to measure.
Currently, the Scandinavian definition does not include reference to intent 
on the perpetrator's behalf (Rayner et al., 2002). By excluding intent in a 
definition, there is more room for understanding how people make sense of 
bullying. Building on such a line of argument, this stance is also more 
validating for targets. Therefore, given the aforementioned points, the 
present study will not include intent as part of the theoretical framework.
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1.4 Protective Legislation in the UK
Gaps exist where UK government legislation is concerned, and there is still 
no government legislation which specifically relates to workplace bullying 
(Randle, 2006). The UK is lacking in terms of developments within this 
area, as several other countries (i.e. Sweden, Canada) do have -  and 
actively implement -  anti bullying legislation. There are, however, a number 
of acts which serve to protect people from discrimination at work in the UK.
Some of the relevant legislation is summarised below:
■ Disability Discrimination Act (HMSO, 1995; Amendment 2003) - 
Protects employees from discrimination based on the grounds of 
any given disability, including a perceived disability.
■ Employment Rights Act (HMSO, 1996) - Designed so as to protect 
employees from injustice at work.
■ Protection from Harassment Act (HMSO, 1997) - Harassment is 
associated with acts against ‘a person causing the person alarm or 
distress'.
■ Human Rights Act (HMSO, 1998) - This piece of legislation enforces
the notion of equal human rights. Attention is paid to freedom of
expression within the UK - particularly regarding one’s religion or 
personal beliefs.
■ Employment Act (HMSO, 2002; 2008) - This act reiterates
employment rights within the UK, with various amendments and
additions. Particular attention is paid to the act of paternity and 
maternity rights.
■ Employment Equality Act (HMSO, 2006) - Protects people from 
unfair discrimination in employment, such as discrimination based 
on age or gender.
Essentially, all the aforementioned acts aim to ensure adults are protected 
from unjust treatment. However, it is believed that there are some gaps 
within such legislations. Randle (2006), for example, points out that the 
harassment act is specifically designed for victims of stalking, and has little
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relevance within a workplace context. Whilst the lack of legislation is 
understandable given the problems associated with definition; from another 
point of view this means organisations and employees are left without a 
protective framework.
1.5 Bullying in the NHS: Extent of the problem
1.5.1. A Zero Tolerance Approach?
Described as the third largest employer in the world, the NHS contracts 
'over 1.3 million staff across 300 different professions' (NHS Jobs, 2009; 
n.p). With a workforce of such magnitude, great efforts need to be invested 
so as to ensure the employment rights of all staff are met. In 1999, the NHS 
Zero Tolerance Campaign was implemented with the aim of protecting staff 
from physical and emotional abuse from both service users and fellow staff 
(Department of Health, 1999). The campaign aimed to illustrate to staff that 
violence and harassment at work would not be tolerated or accepted 
(Bennett, 2001). Since the activation of the campaign, a substantial 
proportion of NHS trusts have developed their own anti-harassment and 
bullying policies.
Despite the campaign’s vision, workplace bullying and harassment 
continues to be a fundamental concern for the NHS today. This belief is 
predominantly supported by evidence gathered from NHS staff surveys. For 
seven years, the Healthcare Commission - otherwise known as the Care 
Quality Commission - has conducted annual national surveys of NHS staff 
in England (Care Quality Commission, 2010). The purpose is to elicit the 
views of staff working within the NHS, and to accordingly monitor their 
experiences. Two questions concerning bullying and harassment are 
currently included in the staff survey. Firstly, respondents are asked to state 
whether or not they have experienced violence at work, and to accordingly 
classify the perpetrator (i.e. staff or service users) into given categories.
Secondly, respondents are asked to state whether or not they have been 
bullied in the last twelve months. Results from the last five annual surveys 
are summarised in Table 1. As can be seen from the results, reported rates 
of bullying, harassment and abuse from colleagues during the last four 
years have varied from 15 per cent (2005) to 18 per cent (2008).
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Table 1: Results from last five annual NHS staff surveys
Date of survey Bullying, harassment 
and abuse from 
colleagues
Physical violence from 
colleagues
2005 15% 1%
2006 15% 1%
2007 18% 1%
2008 18% 2%
2009 17% 2%
Note. Data drawn from NHS staff surveys (Care Quality Commission, 2009; 
Healthcare Commission, 2005-2008)
The most recent survey shows that 17 per cent of all staff have 
experienced bullying, harassment or abuse from a work colleague. 
Furthermore, two per cent of all staff have experienced actual violence from 
colleagues, thereby showing an increase from 2007. These concerning 
results suggest there might be a bullying problem within the NHS, as they 
are comparably higher than those of the national workforce. Findings from 
the 2008 Fair Treatment at Work Survey (FTWS) show only seven per cent 
of employees reported bullying within the last two-year period (A/=4010). 
The FTWS is an annual large-scale official survey for employees across a 
broad range of sectors in the UK (Fevre etal., 2009).
Whilst the NHS staff survey is a useful tool, it is noteworthy to state that 
there are many associated methodological flaws which consequently limit 
the validity of the results. One major limitation is that it does not provide a 
definition of workplace bullying or harassment; respondents are simply 
asked whether they have experienced a form of harassment, bullying or 
abuse at work. As such, there is no way of understanding how respondents 
conceptualise the given terms. Measures which rely purely on subjective 
interpretation are not easily quantifiable, and therefore run the risk of being 
biased (Cowie, 1999). Secondly, it is problematic that the question makes 
reference to three very different terms (i.e. bullying, harassment and 
abuse). Each term refers to a complex and distinct concept, but the survey 
fails to provide any reference to corresponding definitions. Thirdly, the 
survey question does not allow any information to be achieved regarding 
the frequency or nature of the given behaviours.
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Given these limitations, there is a call for more rigorous research to clarify 
the extent of the bullying problem. Recent guidelines provided by NICE 
(National Institute of Clinical Excellence, 2009) emphasize the need for 
more research with NHS staff, and draw attention to the importance of staff 
well-being. This point has been re-iterated in the recent government White 
Paper (Department of Health, 2010).
1.5.2 NHS Staff Research
As a result of the growing interest in the phenomenon, there is now an 
expanding evidence base surrounding the prevalence of workplace bullying 
within the NHS. Researchers have managed to overcome various areas in 
which the staff survey lacks depth. Lyn Quine, one of the pioneers of UK 
workplace bullying research, completed the first large-scale investigative 
study. Quine (1999) found that approximately one in three staff (38 per 
cent) members reported being a target of bullying during a twelve-month 
period, (A/=1100) whilst almost half of the responding sample admitted they 
had witnessed the bullying of others (42 per cent). The majority of bullied 
cases reported their manager as the primary bully (54 per cent). As a 
result of Quine's study, workplace has been brought to the forefront of the 
NHS research agenda.
Subsequent studies have reported a range of prevalence rates ranging 
from 9.7 per cent (trainee doctors; Paice & Smith, 2009) to 37 per cent 
(doctors; Quine, 2003) using subjective measurements of bullying. Notably, 
workplace bullying has subsequently been described as a ‘widespread 
problem’ for the NHS (Hoosen & Callaghan, 2004, p225), and has recently 
been placed high on the national agenda (Santry, 2009/ Within the 
literature, certain professional groups have captured the attentions of 
researchers; doctor and nursing professions have been the primary focus 
of investigative studies within the NHS. Table 2 illustrates the concentration 
of bullying research within such groups.
From a critical perspective, a number of conceptual and methodological 
issues surround the studies cited in Table 2. Predominantly, the flaws relate 
to the methods adopted for the purpose of measuring bullying, which are 
generally considered to be inconsistent and lacking in sensitivity. For 
instance, whilst several researchers measured bullying by providing a 
definition, others failed to do so. For example, Paice etal. (2004) and Paice
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and Smith (2009) base their measure of bullying on a single stem question 
which alludes to workplace bullying:
In  this post, have you been subjected to persistent behaviour by others 
which has eroded your professional confidence or self-esteemT (Paice et 
al., 2004, p259)
Participants' responses were categorised as 'bullied' or 'not bullied' based 
on their answer to this question. Upon reflection, the single-item method of 
measurement adopted in both these studies is particularly flawed. Firstly, 
measuring bullying in this way is considered to be of limited value, as 
bullying is entirely reliant upon subjective interpretation. There was no 
explicit reference to bullying in the question, and so participants might have 
been unaware of what the question was actually asking. Secondly, it does 
not provide any indication of the types of bullying behaviours involved.
Thirdly, no timescale was provided in the question, marking another 
significant limitation. Cowie et al. (2002) highlight the conflicting evidence 
concerning the 'accuracy' and 'stability' of targets' memories of bullying over 
time (p36). Hence, studies might be at an advantage if they are explicit 
about timescales of bullying. Given these points, such a method of 
measurement is clearly inadequate, and therefore does not allow 
meaningful comparisons to be made with other empirical studies.
Overall, few of the cited studies (Table 2) have successfully investigated 
the incidence of bullying using a method which does not solely rely upon 
subjective data. Notably, objective data is that which is not reliant upon 
personal interpretation; for example, that which derives from an inventory of 
bulling behaviours (Mikkelsen & Einarsen, 2001). Inventories are thought to 
allow more 'objective estimates' of the specific bullying acts experienced by 
the target (Mikkelsen & Einarsen, 2001; p395). Whilst a number of cited 
studies employed a bullying inventory designed by Quine (1999), the 
validity of this measure is unclear. The inventory also fails to measure 
information about the frequency of bullying, which is a crucial element of 
currently accepted definitions. Moreover, it was designed from an 
amalgamation of literature, some of which was not grounded in empirical 
evidence.
Given that workplace bullying is still an area of contention, it is imperative 
that research utilises measures which are robust, psychometrically sound
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and determined by relevant evidence. In actual fact, Hughes (2008) has so 
far been the only researcher to incorporate both subjective and objective 
measurements of bullying using a questionnaire with well-established 
psychometric properties (the Negative Acts Questionnaire). With this in 
mind, it seems that overall, researchers do not appear to have critiqued 
their chosen methods for measuring bullying, despite it representing the 
crux of their research. Given these shortcomings, the present study aims to 
demonstrate transparency concerning the methods for measuring bullying.
A validated questionnaire of bullying will also be utilised.
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1.5.3. Ethnicity and Gender: Risk factors for Bullying?
The role of demographic factors marks an area for consideration, as it has 
been hypothesized that clinical NHS staff from ethnic minority groups are 
more at risk of being bullied. Becares (2009) claims this is the case, and 
points out that Bangladeshi, mixed background and Pakistani staff report the 
highest rates of bullying in the staff surveys. Despite this, empirical evidence 
(Table 2) has not provided a clear picture regarding demographic factors, and 
several findings have contradicted each other. Quine (2003) examined the 
role of ethnicity, and found a significant difference in prevalence of bullying 
between white doctors and black or Asian doctors (34 per cent versus 45 per 
cent respectively). By contrast, several other studies have not found a 
statistically significant difference in self-reported bullying between white NHS 
staff and those from ethnic minority backgrounds (Hoosen & Callaghan, 2004;
Paice & Smith, 2009; Steadman et a!., 2009). Unfortunately, the remaining 
studies (Table 2) have neglected to examine the role of ethnicity. With these 
results considered, it is possible that ethnicity is an indicator of higher 
workplace bullying statistics; however the evidence is not substantial enough 
for this to be ascertained. Given that over one third of all clinical NHS staff 
come from ethnic minority backgrounds (Smith, 2008) there is clearly a need 
to explore these associations further.
Similarly, conflicting evidence exists where gender is concerned. Quine 
(1999) found male NHS employees were more likely to report being bullied 
than female NHS employees (43 per cent versus 37 per cent). This reflects 
gender differences reported in wider workplace bullying literature, such as the 
business sector (Salin, 2003). By contrast, Quine (2003) found female doctors 
were more likely to report being bullied than male doctors in her study (43 per 
cent versus 32 per cent). Other NHS studies (Table 2) have contradicted 
these findings as no significant difference was found in bullying prevalence 
between males and females (Hoosen and Callaghan, 2004; Paice & Smith,
2009; Steadman etal., 2009; Quine, 2001).
1.6. Explanations of Bullying in the NHS
1.6.1. Victims and Psychopaths
Personality explanations of workplace bullying follow those in childhood 
bullying literature (Farrington, 1993; Olweus, 1993). Historically, research 
centred on the personal characteristics of bullies and targets, with a view to
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finding a 'vulnerability to bullying' in targets (Quine, 1999, p229). Targets of 
bullying were portrayed as inherently weak, unsophisticated, unassertive, shy 
and avoidant (Brodsky, 1976; Randle, 2006). Moreover, targets have 
previously been labelled as victims (Adams, 1992), whilst bullies were 
portrayed as psychopaths (Randall, 1997). However, it is clear that such 
profiling is rather simplistic, and serves little purpose aside from stimulating 
negative discourses of blaming and shaming. Notably, the use of the label 
Victim’ is disempowering, and generally avoided in other contexts (Dunn,
2005).
Importantly, research has never actually successfully established a direct 
causal link between bullying and weak personality profiles. Moreover, studies 
which have investigated personality have produced incongruous results.
Glaso et al. (2007) conducted one of the few studies using an experimental 
design with the objective to investigate this relationship. Using the Negative 
Acts Questionnaire (NAQ) and the International Personality Item Pool (IPIP) 
bullying rates in a Norwegian sample (A/=144) of adults were compared based 
on different personality profiles. Results highlighted that targets significantly 
differed from non-targets in terms of personality dimensions, however, targets 
scored significantly lower than the control group with regard to agreeableness 
and conscientiousness (p<.05, p<.001). This opposes findings from previous 
research, which found that individuals who are bullied are more conscientious 
than those who are not bullied (Coyne et al., 2000). Given the conflicting 
evidence and potentially negative implications, there seems to be limited 
value in turning to personality profiling as an explanation or prediction for such 
behaviours.
Within the NHS, bullying frequently involves individuals who defy traditional 
stereotypes. Randle (2006) points out the fact that targets of bullying in the 
NHS often possess characteristics which dissent the traditional weak 
stereotype:
'We should remember also that bullying personality profiles [of targets] do not 
fit comfortably with the role of healthcare professionals. In that many 
healthcare professionals do not fit the pattern of being psychologically weak, 
particularly considering the complex roles they often undertake' (Randle,
2006, p27).
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Moreover, there is evidence against the historic image portrayed of bullies.
Randle (2006) conducted a survey of NHS student nurses (A/=313) and 
subsequently found that healthcare assistants were amongst the most 
common perpetrators of bullying. Randle (2006) highlights that such findings 
contest deficit-based personality explanations, as the targets and perpetrators 
do not fulfil the stereotypes, namely those described above. Thus, it is 
concluded that deficit-based personality hypotheses cannot adequately 
explain bullying within the NHS environment. However, this statement is not 
made to trivialise personality as a factor within the bullying process.
1.6.2. Organisational Factors
Recent research has turned towards examining the role of organisational 
culture as a precipitant to workplace bullying. Several theories exist 
concerning the organisational role in relation to workplace bullying (e.g.
Parzefall & Salin, 2010) all of which are well beyond the scope of this 
introduction. Some of the relevant literature is described below, which 
highlights the ‘communal’ nature (Namie & Lutgen-Sandvik, 2010) of 
workplace bullying. As a public sector employer, the NHS embodies a top- 
down hierarchal structure which means that it operates at a number of 
different levels (Hughes, 2008). Kelly (2005) highlights that public sector 
organisations often have ‘multiple missions’, (pi 8) which results in opposing 
goals between managers and non-managerial staff. From this stance, it is 
understandable that tensions might evolve between managerial staff and 
those working clinically.
Moreover, Salin (2003) highlights the role of organisational change as a 
precipitator of workplace bullying in her model of workplace bullying (Figure 
1). Empirical evidence has since given credit to Salin's model, and 
established a direct link between organisational change and workplace 
bullying (Skogstad et a!., 2007). Restructuring and organisational change are 
frequent occurrences in the NHS, thereby making this a relevant model, lies 
and Sutherland (2001) describe one type of change as radical (p i4), where 
whole services can be replaced or merged with others at short notice.
Depending on the management of change, Salin's model illustrates how 
expressions of distress and frustration can circulate around teams.
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Figure 1: Organisational model of workplace bullying (Sourced with permission from 
Salin, 2003, p1218)
Increasingly, researchers are also referring to ‘cultural bullying’ (Hoosen & 
Callaghan, 2004, p226) as an explanation for high incidence rates of bullying 
within the NHS. Cultural bullying refers to bullying within a profession, in 
which negative behaviours become accepted as normal (Hoosen & 
Callaghan, 2004). Cultural bullying in nursing, for example, is thought to be 
driven by an oppressive culture (Roberts et al., 2009) characterised by 
'medical dominance* (Hughes, 2008; p142) and rank status. Drawing from 
these ideas, less-experienced or junior nurses are at an increased risk of 
bullying due to power differentials. Within British and international literature, 
oppression theory is supported as an explanation for bullying in medical 
professions (Johnson, 2009). However, owing to the notable lack of research 
within other professional groups within the NHS, it remains unclear whether 
cultural bullying is worthy as an explanation.
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1.7. Impact of Bullying
1.7.1. Self-Blame
Bullying is thought to be tremendously under-reported at work, both within the 
NHS and other workplace settings. Hoosen and Callaghan (2004) found that 
NHS staff only took action on 23 per cent of occasions of bullying. Reasons 
for under-reporting in the NHS are thought to include 'not being believed' and 
'appearing weak' (Royal College of Nursing, 2005, p7). Self-blame may also 
prevent targets from reporting bullying, and is thought to be common in 
clinical professions (Jackson eta!., 2002).
Attribution theory has been able to shed some light on the reasons why 
targets blame themselves for bullying. Drawing from this theory, people make 
sense of their experiences by attributing cause to themselves or others 
(Brewin & Antaki, 1987). Causal attributions might be stable (unchangeable) 
or controllable (changeable); (Weiner 1986) and may lead people to make 
inferences about behaviour or events (Gilbert & Malone, 1995). Thus, 
attributions may or may not reflect reality. This theory explains how people 
come to attribute responsibility for events at work. For example, depending on 
an individual’s internal construct, he/she may blame colleagues for a mistake 
at work, regardless of whose fault it actually was. Depending on the nature of 
an individual’s constructs, attribution error might subsequently occur 
(Sedikides & Gregg, 2003) when individuals assign an imbalanced proportion 
of internal responsibility to an event, with little or no responsibility assigned to 
external causes. Hughes (2008) points out that such silence can be 
interpreted as ‘collusion’ by the perpetrator (pi 60).
1.7.2. Psychological Distress
Within the general workplace bullying literature, associations between 
psychological distress and workplace bullying have been well-documented 
and show relatively consistent findings. Psychological distress appears to be 
a key correlate, regardless of occupational or professional status. Workplace 
bullying can cause a number of difficulties, including depressive symptoms 
and mood disturbance (Hauge eta!., 2010; Kivimaki eta!., 2003; Niedhammer 
et a!., 2009). Once levels of clinical depression are reached, targets can 
become stuck in a vicious cycle where feelings of hopelessness and 
helplessness are maintained. Feelings of shame have also been identified in 
targets of workplace bullying, although this finding was based on a small
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sample (A/=15) of university and college lecturers (Lewis, 2004). Other 
emotional correlates of workplace bullying include anxiety, stress and, in 
extreme and protracted experiences, suicidal ideation (Andrea Adams 
Factsheet, n.d.\ Forsloff, 2010). The severity of emotional outcomes appears 
to be connected to the persistency and extremity of the bullying which is 
experienced. A wealth of literature has now evidenced the association 
between Post Traumatic Stress Disorder (PTSD) and extreme accounts of 
workplace bullying (Matthiesen & Einarsen, 2004; Tehrani, 2004). Traumatic 
experiences such as bullying can change a person's world view, by 
threatening assumptions of 'security and safety' (Janoff-Bulman, 1992, p i8).
More recent studies regarding the psychological consequences of bullying 
have found the nature of distress differs according to the form of bullying.
Vartia (2001) found stress symptoms most commonly associated with work- 
related bullying such as being given excessive tasks, and lack of goal clarity 
(A/=949, p<.001). Hoel et al. (2004) found that exclusionary behaviours, such 
as being ignored, were amongst the greatest indicators of poor psychological 
well-being. Hoel et al. (2004) propose that not all bullying behaviours are 
equally damaging.
In short, these studies have drawn our attention to the serious and potentially 
life-altering consequences of bullying. Despite the wealth of literature, few 
NHS studies have so far incorporated outcome measures relating to 
psychological distress and well-being. Only three of the cited studies (Table 2) 
included measures of psychological distress in their studies of bullying 
(Hughes, 2008; Quine, 1999; Quine, 2001). Maintaining a critical stance on 
the literature, these studies used a measure which is commonly administered 
as part of clinical practice (i.e. Hospital Anxiety and Depression Scale;
(HADS), Zigmond & Snaith, 1983). Given the risks of social desirability bias in 
self-reports, (Edwards, 1953) the inclusion of the HADS is questionable. The 
present study aims to contribute to the rapidly expanding literature base which 
evidences the detrimental impact of bullying, and will include several 
measures relating to psychological well-being.
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1.7.3. Work-Related Correlates
Not surprisingly, employees who experience workplace bullying have been 
found to have lower job satisfaction (Hoel & Cooper, 2000; Loh at a!., 2010) 
and higher rates of sick leave (Kivimaki et a/., 2000). Moreover, several 
authors have found bullying to be associated with a higher propensity to leave 
the organisation (Djurkovic eta!., 2004; Thomas, 2005). Targets might prefer 
to escape from a negative situation at work, particularly if attempts to voice 
the problem have been refuted (Rayner et a!., 2002, p52). In the case of 
organisations, financial implications of bullying are thought to include 
absenteeism costs, staff replacement costs, reduced performance, ill-health 
retirement claims and litigation fees (Giga et a/., 2008). Organisational 
reputations can also be severely damaged, hence bullying can be seen to 
have a "domino effect’ on services (Einarsen eta!., 2003, p i53).
Workplace bullying research with NHS staff has shown similarly concerning 
relationships with work-related correlates, although not all of the studies have 
included such measures. Quine, (1999; 2001) however, did and found bullied 
NHS staff had higher intentions to leave than non-bullied nurses (p<.001) as 
well as lower job satisfaction (p<.001). Given some of the retention difficulties 
which exist in NHS medical professions today, these findings are indeed 
concerning. As bullying is a significant indicator of job satisfaction and 
propensity to leave, these measures will be included in the present study.
1.8. Moderating Factors
Historically, many studies of bullying have failed to consider the role of 
mediating and moderating variables. Cowie et ai. (2002) highlight this as an 
important area for consideration in current bullying research. In particular, 
measures of coping or personal strengths have been largely neglected within 
the literature. In fact, only two NHS studies (Table 2) have included such 
variables. Most tended to focus solely on the prevalence of bullying, or looked 
at a particular outcome measure. Given what we know about the complex 
nature of bullying, these studies appear surprisingly narrow in focus. Clearly, 
there are some protective factors inherent to certain people or professional 
groups which act as a buffer against the effects of bullying, as it does not 
impact everyone to the same extent. Jackson et ai. (2007) highlights that 
many clinical staff that experience bullying leave their jobs, however a good 
proportion also stay.
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Quine (1999; 2001) included a measure of support at work (adapted from 
Payne, 1979) in her study, and found a 'supportive work environment' helped 
to buffer stress levels caused by bullying. Support at work was analysed and 
showed a significant inverse interaction between bullying and all the outcome 
variables with the exception of stress. In Quine's second study, statistical 
analysis revealed a supportive work environment had a significant interaction 
with job satisfaction, depression and propensity to leave (p<.01; p<.05; 
p<.05). This reflects wider workplace bullying literature, which has also 
centred on organisational mediators and moderators of bullying. Leadership 
styles, (Hoel & Salin, 2003) role conflict, (Einarsen etaL, 1994) organisational 
support, (Djurkovic et al., 2008) and employability (De Cuyper et al., 2009) 
have all been identified as useful moderating variables.
However, the danger of relying too heavily on organisational moderators of 
bullying is that it reduces empowerment at an individual level. It is also 
important to acknowledge moderating factors at an individual level, in 
particular personal strengths. Two studies so far have examined moderating 
factors of bullying at this level; however neither of these was conducted with 
NHS staff. Moreno-Jiminez et al. (2009) found psychological detachment and 
thoughts of revenge moderated the relationship between workplace bullying 
and various outcome measures in their Spanish sample (A/=607). Mikkelsen 
and Einarsen (2002) explored the role of generalised self-efficacy as a 
moderator in a sample of Danish manufacturing workers (A/=224). However, 
they found it only had a weak impact on the relationship between bullying 
and psychological outcomes.
Resilience has been identified as a protective factor against the effects of 
'workplace adversity' (Jackson et al., 2007; p i). Psychological or personal 
resilience is described as, ‘the ability to recover from adversity' (Wagnild,
2009, p11). Wagnild (2009) claims that resilience has the potential to help 
individuals 'keep going despite adversity, and find meaning amidst confusion 
and tumult' (p11). Siu et al. (2009) adopted a mixed-method design to 
investigate the role of resilience in predicting work-related outcomes of health 
care workers from Hong Kong and China (A/=287). They found personal 
resilience was a significant correlate of work-related outcomes such as job 
satisfaction and work-related injuries. They advocate the integration of 
resilience in research and as a means for supporting healthcare staff. In their 
review, Jackson et al. (2007) consider whether resilience functions as a
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protective factor in health care staff that experience bullying. Rather than 
responding by ‘flight’, they proposed that resilient staff might stay and find 
alternative ways of managing negative behaviour (Jackson et al., 2007).
Given this, resilience was deemed to be a meaningful moderating variable to 
include in the present study. To date, studies have not used empirical 
methods to explore the role of resilience in relation to workplace bullying, 
which makes the inclusion of resilience a unique aspect of the study.
1.9. Rationale for the Present Study
This introduction has highlighted how existing studies have focused on 
bullying within larger workforces, primarily the medical professions. By 
contrast, smaller professional groups have not attracted much research 
interest. To date, bullying has not yet been investigated solely within the NHS 
psychologist workforce.
Psychologists are a minority profession within the NHS, constituting a 
relatively small proportion of the NHS workforce (Department Of Health, 2010;
Health Professions Council, 2010). Given what is currently known about the 
antecedents to workplace bullying, psychologists may be at risk of exposure 
to bullying. Recent times have seen major changes to psychologists’ roles, 
including more management, leadership and consultancy responsibilities 
(British Psychological Society, 2007; British Psychological Society, 2007;
Turpin, 2007; Turpin et al., 2009). Ultimately, this means psychologists are 
moving away from being positioned as therapists, with more of a focus on 
clinical leadership and managerial duties. As previously discussed, change is 
thought to be one of the most powerful précipitants to workplace bullying 
(Salin, 2003). Thus, it is deemed a useful time to investigate workplace 
bullying in this professional group. Given the high prevalence of workplace 
bullying in the NHS, it would be expected that there are a substantial 
proportion of psychologists who are also being bullied. Consequently, this 
research aims to extend the body of research regarding bullying in the NHS 
and examine the prevalence within clinical and counselling psychologists.
Psychologists have a vital role in delivering quality care, thus it is important to 
determine how this phenomenon manifests within their profession.
It is hoped that this piece of research will be of both theoretical and practical 
value. From a theoretical perspective, understanding more about how 
psychologists experience their profession will hopefully allow some of the
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contextual factors which interplay in the bullying process to emerge. From a 
practical stance, the clinical relevance of this project is clear. If psychologists 
are being bullied at the level indicated in other professions, this will 
undoubtedly have ramifications for their clinical work. Furthermore, the 
findings might have important implications for how psychologists supervise 
others or exercise their leadership skills. Given their professional aim is to 
create and maintain positive interpersonal relationships (British Psychological 
Society, 2008) it is imperative that research gains an improved understanding 
of how psychologists experience their positions. Considering all these points, 
it seems appropriate and useful to address the gap in literature regarding 
NHS psychologists.
1.10. Research Objectives
The primary objective of the study was to assess the extent to which Clinical 
and Counselling Psychologists report bullying in the workplace. In addition, 
the study aims to examine the relationship between workplace bullying and 
demographic variables, and five occupational health outcomes: propensity to 
leave, job satisfaction, psychological distress, well-being and resilience (as a 
moderator). It was hoped that the findings of the present study would provide 
some further insight into the patterns of bullying, in order to enhance the 
awareness of it as an occupational health issue.
1.11. Research Hypotheses
Research hypothesis 1 - Clinical and Counselling Psychologists will 
experience bullying in the workplace
Research hypothesis 2.1 -  The prevalence of bullying will vary between white 
British participants and those from BME (Black and Minority Ethnic) groups
Research hypothesis 2.2 - The prevalence of bullying will vary between male 
and female participants
Research hypothesis 3 -  Workplace bullying will be significantly associated 
with job satisfaction, propensity to leave, well-being and psychological 
distress (occupational health outcomes)
Research hypothesis 4 -  Resilience will moderate the relationship between 
bullying and occupational health outcomes
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CHAPTER TWO: METHOD 
2.1. Method Overview
This chapter contains a brief rationale and description of the quantitative 
methodology employed to investigate workplace bullying in NHS 
psychologists. Details relating to the recruitment strategy and data collection 
procedure will also be outlined, followed by a discussion concerning ethical 
issues.
2.2. The Case for Quantitative Methodology
Researchers discuss different research paradigms in terms of their ontology 
and epistemology (Guba & Lincoln, 1994). In its broadest sense, 
epistemology refers to the philosophical stance underlying the research 
(Willig, 2009). Quantitative research is associated with positivist 
epistemology, which refers to a search for the truth (Howe & Eisenhart, 1990).
Essentially, the positivist paradigm parallels the traditionalist medical model 
(Higgs & Jones, 2000), as research seeks to be both scientific and objective.
Positivist researchers aim to remain separate from their research, in a quest 
for objectivity (Hayes, 2000). Under the quantitative framework, researchers 
place emphasis on adherence to a standardised plan (Kleinbaum et a!.,
1982). Larger samples are required in comparison to qualitative research, in 
order to ensure the findings are generalisable and interpretable (Hopkins,
2000). Under a positivist paradigm, the rigour of a study is usually assessed 
by means of reliability and validity (Clark-Carter, 1997). The majority of 
workplace bullying studies have been conducted using quantitative 
methodologies based on this positivist belief system. Prevalence studies of 
workplace bullying in NHS staff generally use self-report measures as they 
undoubtedly provide the 'best fit'. Self-report measures allow access to a 
wider sample and therefore give voice to ‘multiple perspectives’ (Hughes,
2008, p.170). This was deemed particularly important for the present study 
considering the lack of research with the psychologist workforce. Given the 
variables of interest in this study, a positivist, comparative approach was 
deemed to be most appropriate.
154 I
Volume 1: Research Dossier Major Research Project
2.3. Study Design
The study was a cross-sectional postal survey design, in which participants 
were approached at only one point in time (Bryman et al., 2009).
2.4. Sample and Recruitment
2.4.1 Power Calculation (a-priori)
Statistical ‘power’ refers to the statistical ability to find an effect, if it exists in 
the data (Paul et a!., 2007). Power varies according to the statistical test used; 
however the function remains the same (Paul et al., 2007). Two types of 
calculation were done a-priori with the purpose of determining sufficient 
sample size.
Precision of prevalence estimates -  The primary aim of the study was to 
estimate the prevalence of bullying. Therefore it was important to have good 
precision for the prevalence estimates. Prevalence estimates of bullying were 
used from a previous study (Table 3) to calculate precision in terms of 
confidence intervals using Stata v9 (StataCorps, Texas). A total sample size 
of 110 was assessed as providing sufficiently narrow confidence intervals.
Table 3: Confidence intervals for prevalence estimates
Subjective measure Objective measure
27% bullied (N=30) 34% bullied (/V=37)
19.2-36.6 (01) 24.7-43.3 (01)
Note. Based on findings from Hughes (2008).
Power Comparison -  A secondary aim of the study was to examine the 
association between bullying and occupational health outcomes. Quine 
(2001) investigated job satisfaction (using a Mest) in those who had been 
bullied and those who had not. A power calculation (Stata v9; StataCorps, 
Texas) using means and standard deviations from Quine’s study (2001) 
showed that with a sample size of 110 the power to detect a difference at the 
5 per cent level was 96 per cent (very high).
2.4.2. Inclusion Criteria
The inclusion criteria for participants were as follows:
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■ Participants had to be a qualified clinical or counselling psychologist 
working in, and for, the NHS.
■ Participants with a statement of equivalence were included.
2.4.3. Recruitment Strategy
The present study utilised non-probability sampling methods (Leong & Austin,
2006) which meant participants were not selected at random. Attention was 
paid to the process of consent, in line with ethical guidelines. Potential 
participants fitting the inclusion criteria were sent an email from a 
representative in their own trust who introduced the research. Potential 
participants could opt-in by responding to this email with a copy of their work 
address included. In line with the data protection act, ethical guidelines 
stipulated that participants should opt-in to receive the questionnaire pack, 
rather than opt-out. As such, only participants who consented to be sent the 
information were sent a pack to the address given in the email. The pack was 
marked ‘private and confidential’ on the envelope in order to prevent it being 
opened by anyone else. Further participation was voluntary.
2.4.4. Sample Size and Response Rates
A total of five NHS trusts participated in the research. The total target 
population contacted about the study was approximately 700. In total, 166 
psychologists opted to receive the survey. Of this number, 85 clinical and 
counselling psychologists completed and returned the survey, representing a 
response rate of 51 per cent. Response rates for postal surveys vary between 
20 per cent to 80 per cent depending on attainability and accessibility of the 
sample population (Breakwell at a!., 1995; Edwards at a!., 2002). According 
to Cook at al. (2009) response rates for postal surveys from health care 
professionals are thought to be lower than other professionals groups. Given 
this and the sensitive nature of the research topic, the response rate achieved 
for the present study was not surprising. Efforts were made to optimize the 
sample size and gain more participants, however these were unsuccessful.
2.4.5. Description of the Sample
Table 4 displays a summary of the demographic information for the complete 
sample. Demographic patterns were noted in the sample. Overall, there were 
more participants who were female (83 per cent), white British (89 per cent) 
and aged between 31 and 40 years (40 per cent). This is in line with the
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majority of the wider psychologist workforce, described as white, female and 
relatively young (Department of Health, 2007).
Table 4: Demographic characteristics as a frequency and percentage of the sample
Demographic category N Percentage of 
sample (valid %)
Gender
Ma/e 14 17
Female 71 83
Age
20-30 8 9
31-40 34 40
41-50 25 30
51-60 12 14
60+ 6 7
Type of psychologist
Clinical 81 95
Counselling 4 5
Country of
qualification UK 79 93
Other 6 7
Statement of
equivalence* Yes 8 10
No 75 90
Speciality
Primary Care 10 12
CMHT 18 21
CAMHS 10 12
Learning Disability 6 7
Drugs and Aicohol 5 6
Older Adults 9 10
Children’s
Services 1 1
Neuropsychology 5 6
Other 21 25
Year of qualification**
1969-1979 6 7
1980-1989 18 22
1990-1999 16 19
2000-2009 44 52
Ethnicity
White British 76 89
Mixed 1 1
Asian/British 
Asian 3 4
Other Ethnic group 5 6
Note. A/=Number of participants. *=Data from two people were missing **= Data from
one person was missing
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2.5. Measures
The following measures were presented to participants as a questionnaire 
pack^ which was entitled, Work Well-Being Survey so it did not portray an 
image of being solely about bullying. The bullying measure was included in 
the middle of the pack in order to reduce the chance of order effects (Bowling, 
2005). Permission was achieved from all the authors prior to the study. All the 
measures were piloted on trainee and qualified psychologists.
2.5.1. Section A -  Demographic Form
In order to gain a description of the sample, a non-standard demographic 
form was included. Questions achieved information about participants’ 
gender, age, professional title, country of qualification, year of qualification, 
statement of equivalence status, area of speciality and ethnic status.
2.5.2. Section B -  Occupational Health Outcomes (psychological)
Three measures were included in the second section which investigated 
psychological distress, well-being and resilience (moderating variable).
The Depression Anxiety Stress Scales (DASS)
The DASS (Lovibond & Lovibond, 1995) is a 42-item standardised measure, 
comprised of three 14-item scales which measure states of depression, 
anxiety and stress. Respondents use a four-point frequency scale to rate their 
experiences of each state during the past week. The DASS is based on a 
dimensional concept of psychological disorder, meaning the scores do not 
imply a diagnosis of depression or anxiety in relation to DSM or ICD-10 
criteria (Lovibond & Lovibond, 1995). Nevertheless, the scores can be sorted 
into different levels of severity for each subscale (Table 5).
■ Appendix C
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Table 5: Scoring and interpretative categories for subscales of the DASS
Normal Mild Moderate SevereA/ery
Severe
DASS
Anxiety
0-7 8-9 10-14 15-20, 20+
DASS
Depression
0-9 10-13 14-20 21-27, 28+
DASS
Stress
0-14 15-18 19-25 26-33, 34+
The DASS is a well-established measure with excellent psychometric 
properties. It has good internal consistency reliability across a wide range of 
samples as measured by Cronbach’s alpha (Table 6).
Table 6: Reliability of the DASS in research
Author Sample Sample Depression Anxiety Stress
size (AO subscaie Subscaie Subscaie
Brown et ai., Clinical adult 437 0.96 0.89 0.93
1997 sample
Crawford & Large non 1771 0.93 0.89 0.96
Henry, 2003 clinical UK
sample
Nieuwenhuijsen Adult 198 0.94 0.88 0.93
et ai., 2003 occupational
sample in 
Holland
Note. Cronbach’s alpha = a .Number of participants =N.
When compared with two others measures of psychological distress (i.e. the 
HADS and the Social Avoidance and Distress Scale; Watson & Friend, 1969), 
the DASS was found to have adequate convergent and discriminant validity 
(Crawford & Henry, 2003). This measure was chosen primarily because of its 
strong validity and reliability. In addition, it was thought that psychologists 
would be less familiar with the DASS in comparison to other measures of 
psychological distress.
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The Warwick-Edinburgh Mental Well-Being Scale (WEMWBS)
A relatively new scale, the WEMWBS (Tennant et al., 2007) is a promising 
and unique 14-item measure of well-being. It was initially validated in a 
student sample (A/=354) and a population sample (A/=2075; Tennant et al.,
2007). Internal consistency reliability was high in the student sample (0.89) 
and in a population sample (0.91) as measured by Cronbach’s alpha. Test- 
retest validity was also good when completed on the student sample (Tennant 
et al., 2007). Confirmatory factor analysis indicated the WEMWBS measures 
a single underlying concept (well-being). No floor or ceiling effects were found 
in either sample. There was little evidence of skewness in either distribution, 
an indication of good content validity. Since the original study, the validity of 
the 14-item WEMWBS has come into question following a strict Rasch 
analysis of all the items (Brown et al., 2009). As such. Brown et al. (2009) 
recommend using only 7 items for the purposes of the research. Given this 
new information, it was decided that only the recommended seven items 
would be included in the data analysis, in order to enhance the validity of the 
findings. This scale was chosen for a number of reasons. Firstly, it was 
specifically designed to be used in population-levels surveys. Secondly, it is 
the only strengths-based measure of well-being which solely includes 
positively-worded items (Tennant etaL, 2007).
The Resilience Scale (RS)
The Resilience Scale (RS) was developed by Wagnild and Young (1993) and 
was the first instrument to measure resilience directly. The scale consists of 
25 items which reflect five key characteristics^ of resilience; self-reliance, 
meaning, equanimity, perseverance and existential aloneness (Wagnild,
2010). An optional question is also included in the scale (item 26). Total 
scores range from 25 to 175 (Table 7).
Table 7: Scoring and interpretative categories for the Resilience Scale (RS)
Low resilience Low - moderate Moderate - high
resilience resilience
25-120 121-145 145+
 ^A detailed description of how each of the scale items relates to these characteristics can be found in
Appendix D.
160
Volume 1 : Research Dossier Major Research Project
Initially, the scale was tested on a large sample (A/=782) of American middle- 
aged and older adults (Wagnild & Young, 1993). Internal consistency of the 
RS was strong (0.91). Further alpha coefficients ranged from 0.84 to 0.94 
(Wagnild & Young, 1993). Wagnild (2009, p33) reports concurrent validity of 
the RS in terms of correlations with measures of life satisfaction (r=.37) 
depression (r=.41) morale (r=.32) and health (r=-.26). Since initial validation, 
the RS has been used in relevant research (Glasberg et a i, 2007) and has 
been translated into other languages (e.g. Nygren et al., 2004). The scale has 
good face validity and is easy to use, making it an appropriate choice for the 
current study.
2.5.3. Section C -  l\/leasure of Workplace Bullying
The third section included only the primary measure of the present study, the 
Negative Acts Questionnaire.
Negative Acts Questionnaire-Revised (NAQ-R)
The Negative Acts Questionnaire (NAQ-R) is now the most frequently-used 
self-report measure employed in UK workplace bullying research. The original 
23-item version was developed by Einarsen et ai. (1994) and included items 
regarding personal and work-related bullying behaviours. Despite high 
internal consistency and validity in Norwegian studies, when the NAQ was 
translated several 'cultural biases' were found (Einarsen et al., 2009, p27). As 
such, a revised version was developed (NAQ-R) which overcame these 
limitations (Einarsen etaL, 2009).The NAQ-R requires respondents to rate the 
frequency of 22 different negative workplace acts over the last six months.
Response options are: never, now and then, monthly, weekly and daily. No 
reference is made to ‘bullying’ or 'harassment' in the first part of the 
questionnaire. According to Einarsen and colleagues (2009) this enables a 
more objective picture of bullying behaviours, and allows bullying to be 
measured in a number of ways. After rating the 22 negative acts, respondents 
are then presented with a concrete definition of workplace bullying (see 
chapter one). Respondents have to state whether or not they feel bullied 
based on the given definition. Response options are: no, yes; rarely, now and 
then, monthly, weekly and daily. Einarsen et al. (2009) recommend using both 
of these methods to measure bullying. Thus, data is achieved about self- 
reported bullying, and prevalence of exposure to negative workplace acts.
Einarsen et al. (2009) also recommend the application of an objective criterion
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to the NAQ-R data in order to achieve an additional, and more objective, 
estimate of bullying prevalence. The psychometric properties of the NAQ-R 
have been well-documented. The NAQ-R has been shown to have good 
internal consistency reliability across a range of English-speaking samples as 
measured by Cronbach’s alpha (Table 8).
Table 8: Reliability of the NAQ-R in builying research
Author Sample N a
Privitera & 
Campbell (2009)
Random sample 
from Australian 
Manufacturing 
Workers Union
103 0.94
Einarsen et al., 
(2009)
Selection of UK 
organisations 
(included private, 
public and voluntary 
sectors)
5288 0.90
Note. Cronbach's alpha = a. Sample size = N.
Einarsen et al. (2009) completed a confirmatory factor analysis of the NAQ-R 
which revealed three underlying factors: person-related bullying, work-related 
bullying and physical intimidation. All factor loadings exceeded .70, and there 
were high correlations between the different factors. The face validity of the 
NAQ-R is good. Einarsen et al. (2009) evidenced criterion validity by high 
correlations between the NAQ-R items and a single-question measure of 
bullying. It is noteworthy to state that no standardised measures currently 
exist which measure workplace bullying, although the NAQ-R has recently 
been proposed as one (Einarsen et al., 2009). The NAQ-R was chosen in 
preference to other measures of workplace bullying for several reasons, aside 
from its strong psychometric properties. A major strength of the NAQ-R is that 
it allows bullying to be measured at different levels (subjective and objective) 
thus is overcomes a number of the criticisms highlighted in chapter one. 
Moreover, it addresses many elements of the bullying definition, as it 
accounts for the frequency of bullying and employs a time-frame.
2.5.4. Section D  -  Occupational Health Outcomes (work-related)
The final section included two measures of work-related outcomes; job 
satisfaction and propensity to leave.
--------------------------------------------------------------------------------------------------- i iF T
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Generic Job Satisfaction Scale (GJSS)
Job satisfaction was assessed using the ten-item Generic Job Satisfaction 
Scale (GJSS), a self-report measure developed by Macdonald and MacIntyre 
(1997). The items assess the strength of job satisfaction using a five-point 
scale in relation to the respondents’ current position. Scoring and 
interpretative categories for the scale are summarised in Table 9.
Table 9: Scoring and interpretative categories for the GJSS
Very Low Low Job Moderate Job High Job Very High
Satisfaction Satisfaction Satisfaction Job
Satisfaction
10-26 27-31 32-38 39-41 42-50
In the initial validation sample, the GJSS was tested on employees from a 
range of occupational groups, and was found to be applicable to all working 
age groups (Macdonald & MacIntyre, 1997). Internal consistency reliability 
was found to be adequate as measured by Cronbach’s alpha (0.77). Positive 
correlations were found between the scale items and overall happiness. The 
scale was negatively correlated with job stress, boredom, isolation and risk of 
illness or injury (Macdonald & McIntyre, 1997). It was chosen as it is easy to 
use, relatively short and taps into aspects of job satisfaction deemed relevant 
to working in the NHS. For example, it generates information about 
respondents’ satisfaction with management, as well as their feelings about 
their supervisor and trust. It also includes a question about job 
security/insecurity. Given the current financial climate and the fast-changing 
nature of the NHS, these questions were particularly pertinent to the present 
study.
Staying or Leaving Index (SLI)
Propensity to Leave was measured using a four-item version of SLI, which is 
a self-report measure (Bluedorn, 1982). The items assess the likelihood of the 
person leaving their current position within a given time span. Responses are 
given on a seven-point scale, and a total score is achieved from adding the 
four item scores. A higher score indicates a higher propensity to leave within 
the given time span. The Index has well-established internal consistency 
reliability (De Vos et al., 2005; Larson et al., 1998) as measured by
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Cronbach’s alpha (ranging from 0.87 to 0.95). A major advantage of 
Bluedorn’s measure is that it assesses intentions over time. This provides the 
researcher with an indication of staff turnover potential (Bluedorn, 1982). The 
four-item SLI was therefore deemed an appropriate measure for the purpose 
of this study.
2.6. Procedure
The packs included a participant information sheet'^ containing details about 
the study, a covering letter®, the questionnaire pack, a consent form®, a 
freepost addressed envelope and a supportive information sheet (see 
paragraph below). Once received, participation was voluntary and required 
written consent. Completed packs were sent to the researcher's work base at 
the University of Surrey.
2.7. Ethical Considerations
Approval to conduct the research was gained from the relevant NHS Ethics 
and Research and Development Committees, together with the University 
Research Ethics Committee^. This ensured that the rights of all participants 
were protected. Participants were provided with a unique identification 
number which they could cite if they needed to contact the researcher. All 
participants were informed of their right to withdraw, without it affecting their 
legal or employment rights. The sensitive nature of the research may have 
made some participants feel distressed after completing the questions, 
particularly if they had disclosed being a target of bullying. Given these ethical 
considerations, the following measures were put in place to ensure that 
participants were best supported.
■ A telephone number where participants could contact the researcher 
any week day from 9am to 5pm to discuss any concerns.
■ A list of supportive organisations relating to fair treatment at work.
■ Contact details for an independent person (research employee at the 
University of Surrey) whom participants could contact should they 
have any concerns about the project which they could not discuss with 
the researcher.
'* Appendix E 
® Appendix F 
® Appendix G 
 ^Appendix H
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CHAPTER THREE: DATA ANALYSIS AND RESULTS
3.1. Results Overview
This section contains results on the statistical analyses of the collected data.
Firstly, the process for data preparation and exploration are discussed, 
alongside details pertaining to scale reliability. Thereafter, this section 
contains information about the statistical tests used to address each of the 
four research hypotheses stated in the method section. Statistical data 
analysis was conducted using SPSS (Statistical Package for the Social 
Sciences; 2008) unless stated otherwise.
3.2 Data Preparation
3.2.1 Data Screening
Missing Data
As the dataset contained several missing values, missing value analysis was 
conducted. This indicated the missing values were random (p>.05).
Statisticians (Field, 2009b; Roth, 1994) have put forward a number of 
techniques for dealing with missing data, including data transformation, case 
deletion, substitution and data deletion. Pairwise deletion only omits the 
missing data from statistics which require the information (Roth, 1994). Given 
the small sample size, pairwise deletion was selected as the preferred 
method of dealing with the missing values.
Exploratory Data Analysis
In order to explore the data for normality, several methods were used. Visual 
inspection was used (Orr et al., 1991) in addition to statistical methods (Field,
2009b). Outcomes of the exploratory analyses are presented in Table 10.
Box plots were used to screen visually for mild and extreme outliers.
Following this, z-scores were calculated in order to check further. If the z- 
score of the value was above 3.29 it was considered to be a significant outlier 
(Field, 2009b). Three significant outliers were found. These outliers were 
checked and found to be legitimate values. Debates exist regarding the 
inclusion of extreme outliers in datasets. Some statisticians (Osborne &
Overbay, 2004; Field, 2009b) recommend that outliers are removed or 
changed. Conversely, others (Orr et al., 1991; Dancey & Reidy, 2004) argue 
for the inclusion of outliers if they are legitimate as it means the data are
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representative of the sample. As such, significant outliers were not adjusted 
or excluded from the data.
Histograms were generated in order for distribution shapes to be checked 
visually. They showed non-normal distributions for many of the variables.
Normality was then checked statistically using the Shapiro-Wilk test, as this 
test has the best power to detect differences from normality (Field, 2009b).
The data showed significant values on the Shapiro-Wilk test for many of the 
variables. Z-scores of the variables were examined in order to check further.
A number of variable z-scores were greater than 1.96, suggesting the data 
were not normally distributed (Field, 2009b).
Transformations
Log transformations (Logio) were applied to positively skewed data as they 
have the potential to normalise the data (Field, 2009b). Where a zero value 
existed in the dataset, a constant of one was added in the Logio 
transformation. Negatively skewed data was also transformed using Logio, 
but was reverse-scored beforehand (Field, 2009b). Transformed variables 
were checked visually for normality and using the Shapiro-Wilk test. Attempts 
at transformation were, however, unsuccessful.
Table 10: Exploratory analysis for aii variables
Variable Items Skew Z-scores 
outside 
1.96 (%)
p-value on 
the SW 
test
Transformation
success
NAQ-R 22 Positive 5.9 p<.001 No, Logio
Psychological
distress 42 Positive 2.4 /X.OOl No, Log 10
Well-being 7 Negative 4.7 p=.003 No, Logic
Job
satisfaction 10 Negative 6.0 p=.003 No, Logic
Propensity to 
leave 4 Positive 3.7 p<.001 No, Logic
Resilience 25 None 7.1 p=.033 N/A
Note. Log,o=Logarithmic (to the power of 10) transformations. SW=Shapiro-Wilk’s W 
test. Transformations bring in outliers and aim to make the data more symmetric 
(Osborne, 2002). Logarithmic transformations need to have values of one or more in 
order to transform.
3.2.2. Scale Reliability
Workplace bullying research has been critiqued for neglecting to include 
values of reliability for key variables (Fevre et al., 2010). As such, attention 
was paid to reliability in the present study. In order to investigate the internal 
consistency reliability of all the main measures, Cronbach’s alpha was
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calculated for each scale (Table 11). Traditionally, an acceptable value of 
Cronbach’s alpha for a questionnaire was thought to lie between .7-.8 (Field,
2005a). Some argue, however, that lower values (i.e. below .7) are now 
acceptable with questionnaires which measure psychological constructs 
(Field, 2009b; Loewenthal, 2001). All the main scales were found to have 
high alpha values (^ .85), except the Resilience Scale (RS) which only had an 
acceptable alpha (.64). Following this, a single item analysis was completed 
on all of the items of the RS. One item was identified as having a substantial 
impact on the alpha value. If the item were to be removed the Cronbach’s 
alpha would increase to .87. No evidence was found in the literature to invoke 
the removal of this item, so it was not removed from the analysis.
Table 11: Internal consistency reliability for all measures
Scale Number of items a
Negative Acts 22 .88
Work-related bullying 12 .78
Person-reiated builying 7 .84
Physical intimidation 3 .85
Psychological Distress 42 .89
Anxiety 14 .55
Depression 14 .86
Stress 14 .87
Intention to Leave 4 .87
Well-Being 7 .82
Job Satisfaction 10 .85
Resilience 25 .64
Note. Cronbach's alpha = a.
3.3. Data Analysis and Results
3.3.1. Hypothesis 1: Ciinicai and Counseiiing Psychologists wiii 
experience bullying in the workplace.
In order to address the first hypothesis, descriptive statistics were generated. 
Bullying prevalence in the last six months was measured using three 
variables, all derived from the NAQ-R data:
Subjective Measurement of Bullying - Prevalence of subjective bullying was 
measured using question 23 from the NAQ-R. Using a self-report question, 
participants were asked to state whether they had been bullied in the last six
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months. Data obtained was ordinal level (frequency of bullying for those who 
said yes) and nominal (those who had been bullied and those who had not).
Objective Measurement of Bullying - Prevalence of bullying was also 
measured using an objective criterion used in previous research (Hughes,
2008). According to Leymann (1996) any individual who has experienced one 
or more negative acts on a weekly basis over the past six months could be 
objectively classified as bullied. This criterion was applied to the NAQ-R data 
in order to calculate an objective estimate of prevalence.
Negative Workplace Acts -  Frequencies of exposure to negative workplace 
acts were also measured. The NAQ-R asks participants to confirm how often 
they experienced 22 negative workplace acts in the last six months. Data 
obtained was used to identify which types of negative acts were most 
prevalent.
1. Subjectively measured bullying
Approximately one tenth (10.7 per cent, A/=9) of the eighty-four® clinical and 
counselling psychologists who responded to the questionnaire reported being 
bullied in the last six months. Table 12 illustrates the reported frequencies of 
subjective measurements of bullying according to different timescales. In 
total, four participants (4.8 per cent) reported being bullied rarely, and one 
participant (1.2 per cent) reported being bullied on a daily basis. An exact 95 
per cent Confidence Interval (01) was calculated for the prevalence of self- 
reported bullying. Thus, it indicates that the true prevalence of self-reported 
bullying will be between 5 per cent and 19.4 per cent in the psychologist 
workforce, providing the sample is representative of the population.
' One person did not complete the NAQ-R
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Table 12: Prevalence of subjectively measured bullying
Timescale of N % 95% Cl
bullying____________________________________________________________
Total bullied 9 10.7 5.01-19.4
Daiiy 1 1.2
Weekly 1 1.2
Now and Then 3 3.5
Rarely 4 4.8
Total not bullied 75 89.3
Total sample_____________ 84________________ 100_____________________
Note. Cl= Confidence Interval. A/=Number of participants.
2. Objectively Measured Bullying
One third (33 per cent, A/=28) of the eighty-four clinical and counselling 
psychologists who responded to the questionnaire met the objective criterion 
for being bullied. An exact 95 per cent confidence interval was calculated for 
the prevalence of objectively-measured bullying. The Cl indicates that the true 
prevalence of bullying will be between 23.4 per cent and 44.5 per cent in the 
psychologist workforce using the objective measurement of bullying, providing 
the sample is representative of the population.
Additional information:
Frequencies yielded by the subjective and objective measurements of bullying 
were compared®. Only 4.7 per cent (A/=4) of participants who met the 
objective criteria for bullying also classified themselves as bullied, which 
marked a low level of overlap.
3. Negative Workplace Acts
Table 13 compares the measures of central tendency for each dimension of 
negative workplace acts^°. Although the data are ordinal, the mean item score 
(Loewenthal, 2001) was displayed in preference to the median, as it was seen 
as more interpretable. It shows that work-related acts were more frequent in 
the responding sample than person-related acts or physical intimidation.
® Appendix I
Negative workplace acts and associated frequencies are contained in Appendix J
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Table 13: Frequencies of negative workplace acts in the totai sampie
Items SD M Item 
score
Work-related bullying 7 3.54 2.01
Person-related bullying 12 4.45 1.03
Physically Intimidating bullying 3 1.40 1.19
Note. M=Mean.SD= Standard Deviation.
Work-Related Bullying
Overall, participants reported higher rates of work-related negative workplace 
acts in comparison to the other two dimensions. The mean item score was
2.01. This means an average item response was ‘Now and Then’ for work- 
related acts. Within this dimension, the most frequent bullying behaviour was 
'being exposed to an unmanageable workload’ {NAQ 21) as 26.2 (A/=22) per 
cent of respondents reported experiencing this on a weekly/daily basis. The 
second highest work-related bullying behaviour was ‘being given tasks with 
unreasonable or impossible deadlines or targets’ (NAQ 16), and the third was 
‘having your opinions ignored (NAQ 14).
Person-Related Bullying
Average item scores for the dimensions of person-related behaviours and 
physical intimidation were relatively lower. The average item score for the 
person-related bullying dimension was 1.03, which meant an average item 
response was close to the first point on the frequency scale (‘Never’). Within 
this dimension, the highest rated bullying behaviour was ‘having areas of 
responsibility removed' (NAQ 4) and 4.7 per cent (A/=4) of respondents 
reported an experience of this behaviour on a weekly/daily basis. Following 
this, the two most frequent weekly/daily negative workplace acts encountered 
were ‘being humiliated or ridiculed in connection with your work {NAQ 2), and 
‘spreading of gossip or rumours about you’ {NAQ 5).
Physical Intimidation
Similarly, the average item score for physical intimidation was 1.19, which 
meant an average item response fell between the first and second points on 
the frequency scale (between ‘never’ and ‘now and then’). Within this 
dimension, the highest rated bullying behaviour was ‘being shouted at or
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being the target of spontaneous anger’ (NAQ 8). Qne person (1.2 per cent) 
reported being shouted at on a weekly/daily basis. Another person in the 
sample reported threats of physical violence or actual abuse on a weekly/daily 
basis.
H1 statement -  These findings showed evidence to support the hypothesis, 
as a substantial proportion of the respondents did report being bullied (10.7 
per cent). This was supported by evidence from the objective measurement of 
bullying, as a third of respondents met the criterion for being bullied (33.3 per 
cent). Work-related bullying was the type of bullying reported most frequently.
3.3.2 Hypothesis 2.1: The prevalence of bullying wiii vary between white 
British participants and those from BME (Black and Minority Ethnic) 
groups
From the literature review it was hypothesized that the prevalence of bullying 
may vary according to gender and ethnicity. The main demographics of 
interest were gender and ethnicity. These hypotheses were predominantly 
tested using Fisher’s Exact test, which is a test for two categorical variables 
when the expected cell frequencies are small (Field, 2009b). Table 14 
illustrates the associations between bullying and all the different demographic 
variables collected in the study. Some of the demographic categories were 
collapsed to ensure denominators were sufficiently high to make the test 
meaningful.
Ethnicity -  The association between bullying and ethnicity was tested. Fishers 
Exact test showed some evidence of an association between subjective 
measurements of bullying and ethnic grouping (p=.05), but not between 
objective measurements and ethnic grouping (p=.26).The values of Cramer’s 
V were .25 and .16 respectively, showing that the relationship between 
ethnicity and measurements of bullying was moderate.
A third of respondents from BME groups classified themselves as being 
bullied, in comparison to only an eighth of white British respondents. If the 
sample had been larger the evidence for an association might be clearer.
Only 11.1 per cent of respondents from BME ethnic groups, and 36 per cent 
of respondents classified as white British met the objective criteria for being 
bullied. This contrasts markedly to the figure of those who self-reported.
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H2.1 statement -  There was insufficient evidence to support the hypothesis. 
The results did suggest, however, that respondents from BME groups report 
higher frequencies of bullying using the subjective measure.
Table 14: Demographic variables and bullying frequencies
Demographic Associations
r/N
Subjective
%
bullied
P-
value
r/N
Objective
%
bullied
P-
value
Gender Male 0/14 0 5/14 36
Female 9/70 12.9 .34 23/70 32.9 1.0
Age Range .05* .41*
Country of UK 9/78 11.5 26/78 33.3
qualification Other 0/6 0 1.0 2/6 33.3 1.0
Type of Clinical 8/80 10 21/80 26.3
psychologist Counselling 1/4 25 .37 1/4 25 1.0
Statement of Yes 0/8 0 2/8 25
equivalence No 8/74 10.8 1.0 25/74 33.8 1.0
Speciality Adult 6/43 13.9 15/43 34.9
Child 1/10 10 4/11 36.4
Specialist 0/10 0 3/10 30
Other 2/21 9.5 .90 6/20 30 .98
Ethnicity White Brit 6/75 8 27/75 36
BME 3/9 33.3 .05 1/9 11.1 .26
Note. *= Age was tested using Kendall’s tau-b correlation as it included an ordinal 
variable. The remaining p-values were derived from Fishers Exact test (two-tailed).
3.3.3. Hypothesis 2.2: The prevalence o f bully ing w ill vary between male 
and female participants.
Gender -  The association between bullying and gender (male versus female) 
was tested. No significant association was found between the subjective or 
objective measurements of bullying and gender. Fisher’s Exact test showed 
p=.34 for subjectively measured bullying, and p=1.0 for the objective 
measured bullying, for a two-tailed hypothesis (A/=84). The value of Cramer’s 
V were .15 and .23 respectively, showing that the relationship between 
gender and measurements of bullying were not strong.
H2.2 statement -  The findings suggest that the hypothesis was not upheld. 
No significant difference was found in the bullying prevalence between males
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and females, despite the fact that none of the fourteen males reported 
bullying.
Post-hoc findings:
Associations were also tested between bullying prevalence and age, 
speciality, country of qualification, statement of equivalence ownership and 
type of psychologist (Table 14). No significant associations were found 
between bullying prevalence and the variables, with the exception of age 
(p=.05).
3.3.4. Hypothesis 3: Workplace bullying will be significantly associated 
with job satisfaction, propensity to leave, well-being and psychological 
distress (occupational health outcomes).
From the literature review it was hypothesised that relationships might be 
apparent between negative workplace acts and four different occupational 
health outcomes; i.e. psychological distress, well-being, job satisfaction and 
propensity to leave. Each outcome variable was examined in turn, in relation 
to its association with the three measurements of bullying.
In order to first test this hypothesis, a correlational analysis was performed on 
the data. Total NAQ-R (negative workplace acts) scores were correlated with 
each of the total scores for the outcome variables. According to Dancey and 
Reidy (2004) correlation coefficients can be qualitatively described based on 
the value of their corresponding coefficient. For example, a coefficient of .1 or 
-.1 is described as a ‘weak’ correlation. Similarly, a coefficient of .4 or -.4 is 
described as a ‘moderate’ correlation. Correlational analysis does not produce 
any information around the cause and effect of that relationship (Dancey &
Reidy, 2004). To correct for the non-normal distributions, non-parametric 
correlations were calculated using Spearman’s rho for the variable pairs.
Table 15 shows the correlation coefficients for bullying and the different 
occupational health outcomes.
Negative Workplace Acts and Occupational Health Variables 
Psvcholoaical Distress:
Negative workplace acts measured by the NAQ-R scale were found to be 
positively correlated with psychological distress (r=.29). This was statistically 
significant at a one per cent level, which accordingly highlights that 
psychological distress is higher in those who reported high frequencies of
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negative workplace acts. When psychological distress (measured by the 
DASS) was split into three subscales (Anxiety, Depression and Stress).
Positive correlations were found between negative workplace acts and 
depression (r=.25) and stress (r=.25). These correlations were statistically 
significant at the five per cent level. Stress was highly correlated with person- 
related acts (r=.22) and this was statistically significant at the five per cent 
level.
Work-related negative workplace acts were not found to be highly correlated 
with overall psychological distress (r=.15) or any of the three subscales 
(r=.15, r=-.01 and r=.20). In order to gain a more detailed picture, the three 
most frequent acts from this subscale (i.e. NAQ 21, NAQ 16 and NAQ 14;
Appendix C) were correlated with all outcomes. The most frequent act (NAQ 
21) was highly correlated with depression (r=.35), stress (r=.29) and overall 
psychological distress (r=.35). All these correlations were statistically 
significant at the one per cent level.
Additional Information:
Measures of central tendency for the occupational health variables are also 
summarised in table 15. The mean score for the psychological distress scale 
was 8.96, which fell within what is considered to be the normal range. The 
mean scores for the subscales were as follows; stress scale 5.61, (normal 
range) anxiety scale 1.08 (normal range) and depression scale 2.23 (normal 
range). No respondents in this sample reported moderate or high levels of 
psychological distress.
Well-Beina:
Surprisingly, negative workplace acts only illustrated a very weak correlation 
with well-being (r=-.01); in fact, well-being revealed a weak negative 
correlation with all three dimensions of the NAQ-R (r=-.03, r=.02, r=.02).
Furthermore, none of these correlations were found to be statistically 
significant. This indicates that lower scores of well-being were not significantly 
associated with exposure to negative workplace acts in this sample.
Correlations were also tested using the full 14-item WEMWBS, and the 
results were similar (data not shown).
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Table 15: Spearman’s correlation coefficients for bullying and occupational health 
outcomes
Psychological Distress WB JS PTL
ANX DEP STR. TTL
Mean 1.08 2.23 5.61 8.96 26.01 35.90 8.91
SD 1.53 3.24 4.95 7.88 3.21 7.09 5.35
Negative 
workplace Acts
.18 .25* .25* .29** -.01 -.50** .20
Work-related .15 -.01 .20 .15 -.03 -.41** -.05
NAQ21 .21 .35** .29** .35** -.04 -.41** .27**
NAQ16 .04 .15 .08 .16 .07 -.31** .19
NAQ14 .18 .17 .23* .26* -.18 -.48** .09
Person-related .15 .15 .22* .28** .02 -.45** .23*
NAQ4 .16 -.08 .13 .13 .06 -.28* .04
NAQ2 .12 -.02 .26* .20 .08 -.30** .12
Physical
Intimidation
.06 .05 .13 .11 .02 -.27* .15
NAQ8 .10 .05 .14 .12 -.03 -.31** .13
Note. JS = Job Satisfaction. WB = Well-Being. PTL= Propensity to Leave. STR = 
Stress.TTL = Total DASS score. *=Correlation is significant at the 0.05 level (two- 
tailed). **=Correlation is significant at the 0.01 level (two-tailed). NAQ 21 = Being 
exposed to an unmanageable workload. NAQ 16 = Being given tasks with 
unreasonable targets or deadlines. NAQ 14 = Having your views and opinions 
ignored. NAQ 4 = Having key areas of responsibility removed. NAQ 2 = Being 
humiliated in connection with your work. NAQ 8 = Being shouted at or being the 
target of spontaneous anger.
Additional information:
The mean score for the Well-Being scale was 26.01 (scores ranging from 7 to 
35).
175
Volume 1 : Research Dossier Major Research Project
Work-Related Outcomes:
Negative workplace acts were negatively correlated with overall job 
satisfaction (r=-.50, A/=85) which was statistically significant at the one per 
cent level. Indeed, this was the strongest established relationship amongst all 
those shown in the correlation matrix. All the subscales of the NAQ-R were 
inversely correlated with job satisfaction, and significant at the five per cent 
level (r=-.41, r=-.45, r=-.27; A/=85). Upon closer inspection of the NAQ-R 
items, job satisfaction shows a strong negative correlation with all of the most 
frequent acts regardless of their dimension. This successfully highlights the 
strong association between job satisfaction and negative acts.
High scores on the NAQ-R were positively associated with propensity to leave 
the organisation within the next two years; (r=.20, A/=85) however this was not 
statistically significant at the five per cent level. Person-related acts were 
statistically significantly associated with propensity to leave (r=.23) at the five 
per cent level.
Additional Information:
The mean score in terms of the job satisfaction scale was 35.90, which fell 
within the moderate job satisfaction range (Macdonald & McIntyre, 1997). The 
mean score on the propensity to leave scale was 8.91 (with scores ranging 
from 0-28).
Buiiying and Occupational Health Outcomes
In order to fully examine any significant associations between the outcome 
variables and the categorical measurements of bullying (i.e. subjective and 
objective), Wilcoxon’s (144) rank sum test was utilised (Table 16). Wilcoxon's 
rank sum is suitable for non-normal data. It was deemed suitable as it enables 
a test of the differences in the occupational health variables between those 
classified as bullied/not bullied. Effect sizes were calculated for significant 
associations, and interpreted using guidelines by Cohen (1988). According to 
Leech and Onwuegbuzie (2002) published articles often fail to report effect 
sizes for non-parametric tests - despite it being recommended to do so. For 
this reason, they are reported in the present study.
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Psychological Distress:
Psychological distress levels in those who subjectively measured as 
'bullied', did not significantly differ from those who classified themselves as 
‘non-bullied’ 144=3092, z=-1.384, p=.16, r=-.15 (representing a small effect).
Distress was higher in those who reported being bullied, but not 
significantly so. Similarly, psychological distress levels for those who met 
the objective criteria for bullying did not significantly differ from those who 
did not, 144=1149.5, z=-.39, p=.70, r=.04 (representing a small effect).
Overall, the mean scores for psychological distress and the related 
subscales were low, and the median values for the subscales fell within the 
‘normal’ ranges for both groups.
Work-Reiated Outcomes:
Job satisfaction in those who subjectively measured as ‘bullied’ did differ 
from those who classified themselves as ‘non-bullied’, Ws=166.5, z=-2.62, 
p<.05, and this was statistically significant. A medium effect size was found 
in relation to this difference (r=.29). Mean job satisfaction was much lower 
in the self-reported bullied group, and fell within the ‘very low’ range. The 
mean job satisfaction in the non-bullied group fell within the ‘average’ 
range. Participants who met the objective criteria for bullying also 
significantly differed in job satisfaction from those who did not (Figure 2)
Ws=842.00, z=-3.22, p<.01. This represents a medium effect size (r=.36).
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Figure 2: Job satisfaction in relation to objectively measured bullying^ ^
Propensity to leave did not significantly differ in those who self-classified as 
bullied and those who did not, Wg=3003.50, z=-1.07, p=.29, r=0.12 
(representing a small effect size). Similarly, non-significant results were 
found when the objective criteria was applied to propensity to leave data, 
Ws =2114.00, z=-1.69, p=.09, r=. 19 (representing a small effect size).
H3 statement -  There was some evidence to support the hypothesis, as 
negative workplace acts were significantly associated with psychological 
distress and job satisfaction. Those classified as bullied by either the 
subjective or objective measurements reported significantly lower job 
satisfaction.
”  The tinted box shows the interquartile range, and the thick horizontal line represents the value of the 
median. The lines at the outside of the box are called hinges and mark the spread of the data. The lines 
coming out from the edge of the box represent the range of scores which fall outside of the hinges, but 
are still within the inner fences of the data. The circles below the second box plot depict outliers for that 
variable (Field, 2009).
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3.3.5. Hypothesis 4: Resilience will moderate the relationship between 
bullying and occupational health outcomes.
Based on the literature review it was hypothesised that resilience would be 
a moderating factor in the relationship between bullying and occupational 
health outcomes. However, resilience was shown to be high in the 
responding sample (Mean=142.67, Mdn=^43, SD=16.96) so it was not 
possible to examine the association amongst those with low resilience.
A moderator is a variable which has an interaction between the criterion 
variable (bullying) and an outcome variable (job satisfaction); (Preacher et 
al., 2007). Using Stata (StataCorps, 2007), the moderating variable can be 
investigated by testing for homogeneity of the association between bullying 
and job satisfaction between those with very high resilience and those with 
lower levels of resilience. If the test is significant, the groups are considered 
heterogeneous and we are able to conclude that the moderating variable 
does have an effect. For the purpose of the analysis, resilience scores were 
binarised into higher and iower resilience categories using the median 
(143). The objective measurement of bullying was used as the dependent 
variable, as it is binary and because the number self-reporting as bullied 
was too low for the analysis to be valid. Primarily, job satisfaction was used 
to explore the moderating role of resilience because it showed the 
strongest association with bullying in prior analyses. Job satisfaction was 
binarised (using categories from table 9) because the distribution was non­
normal so ordinary linear regression models could not be used.
Table 17: Tabulation of frequencies based on objectively measured bullying and 
job satisfaction
Lower Job Higher Job Total
Satisfaction Satisfaction
Bullied 12(44%) 15(56%) 27
Non-Bullled 6(11%) 47(89%) . 53
Total 18 62 80
Subsequently, a cross-tabulation was conducted in order to illustrate the
frequencies for job satisfaction and bullying, stratified on resilience (Table
18). Bullying was significantly associated with lower job satisfaction in
respondents who had higher resilience and also in those who had lower
_ _
Volume 1: Research Dossier Major Research Project
resilience. The test for homogeneity (moderation) was not statistically 
significant, p=.11, providing no evidence of a moderating effect of 
resilience.
Table 18: Cross-tabulation of frequencies based on objectively measured bullying, 
job satisfaction and resilience
Lower Job 
Satisfaction
(Nl%)
Higher Job 
Satisfaction 
(A//%)
Total (AO P-value
Lower
Resilience
Bullied
Non-bullied
Total
7 (50%) 
4(16%) 
11
7(50%)
21(84%)
28
14
25
39 .03
Higher
Resilience
Bullied
Non-bullied
Total
INTERACTION
5(38%)
2(7%)
7
8(62%)
26(93%)
34
13
28
41 .01
.11
Note. A/=Number of participants.
H4 statement -  There was insufficient evidence to support the hypothesis 
because resilience did not significantly moderate the association between 
bullying and job satisfaction.
3.4. Power Analysis (post-hoc)
For the purposes of a post-hoc power analysis the author opted to focus on 
the precision of prevalence, and two comparisons.
Precision Calcuiation - Confidence intervals were calculated for the 
prevalence of subjective and objective measurements of bullying, however 
as the sample size was smaller than 110, they were wider than hoped.
Power Comparison 1 - (Job satisfaction and subjective measurement of 
buiiying) - The observed risk of job dissatisfaction was four times higher in
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respondents who were bullied than in those who were not bullied.
Therefore, the risk ratio was four. A power calculation using Stata v9 
(Statacorps, Texas) showed that the power to detect such a difference at 
the 5 per cent level was relatively high, 85 per cent.
Power Comparison 2 - (Gender and subjective measurement of buiiying) - 
Given that no significant difference was detected between males and 
females with regard to the subjective measurements of bullying, another 
post-hoc power calculation was done. With no male cases of bullying the 
power to detect a difference at the 5 per cent level was extremely low (1 
per cent). This means there was only a 1 per cent chance of detecting an 
effect, if one existed at all. This meant that little could be concluded about 
this association with confidence. Another calculation (Stata v9, Statcorps,
Texas) shows that a power of 47 per cent would be achieved had the 
proportions bullied been the same in the two groups but the sample had 
included equal numbers of males and females.
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CHAPTER FOUR: DISCUSSION AND CONCLUSIONS
4.1 Discussion Overview
Each of the main findings will be discussed in this section, in relation to the 
proposed research questions. Directions for future research will be 
considered in light of the findings. Implications of the study will then be 
considered in light of their clinical relevance and finally, the study is 
critiqued.
4.2. Prevalence of Workplace Bullying
Analyses revealed that workplace bullying was prevalent in the sample of 
psychologists who responded, which lends support to previous studies 
which highlight the bullying concern within the NHS. Given the 
methodological limitations discussed in chapter one, comparisons can only 
be made cautiously with prevalence rates from other studies. In fact, the 
results can only be meaningfully compared with those found by Hughes 
(2008) who adopted a similar design and bullying measure. Based on this, 
psychologists in this sample reported a lower prevalence of workplace 
bullying in comparison to mental health nurses (10.7 per cent and 27 per 
cent respectively). With this in mind, it is possible that the prevalence of 
bullying varies according to profession, and that the structures of some 
professions make the workforce more vulnerable to inter-professional 
bullying. Thus, the literature surrounding 'cultural bullying' (Hoosen &
Callaghan, 2004) outlined in chapter one might be supported by the 
findings of this study. As previously mentioned, bullying in nursing is 
believed to embody a culture of oppression and medical dominance 
(Hughes, 2008; Roberts et al., 2009). This might explain why nurses are 
often bullied by people within their own professional domain (Steadman et 
a!., 2009; Quine, 2003).
Speculatively, there might also be some unique professional and cultural 
factors that make psychologists less vulnerable to workplace bullying. In 
contrast to medical professions, the working life of psychology professions 
differs in a number of ways. For instance, due to the nature of their clinical 
work psychologists tend to work with relative autonomy, sometimes to the 
point of isolation. Whilst this could be viewed as a negative aspect of the 
role, it may be protective against the development of the oppressive or 
dominant cultures that have been observed to exist within the nursing
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profession (see chapter one). In addition, psychologists are required to 
have regular clinical supervision, during which organisational and 
professional issues can be shared and hopefully resolved. Conversely, 
clinical supervision in other roles, such as the doctor and nursing 
professions, has been described as 'inadequate' (Kilminster & Jolly, 2000, 
p830). Such ideas are entirely speculative, however, and cannot be 
substantiated through a small-scale quantitative study such as this.
Qualitative methodologies could be employed in future research to explore 
the lived experiences of professionals from nursing and psychology to see 
whether the contextual factors make a difference to experiences of being 
bullied.
Alternatively, it might be that psychologists in this study found it more 
difficult to disclose bullying than nurses, for fear of being perceived as 'unfit' 
or 'weak'. Mikkelsen and Einarsen (2001) highlight that some professionals 
do 'decline the victim role, in so far as it connotes weakness and passivity'
(p405). Given this, such disclosure might have posed a challenge to 
psychologists professional identity, and been perceived as a threat to their 
clinical competence. Thus, it might be true that the prevalence of self- 
reported bullying found in this study was, in fact, under-represented.
Comparisons aside, the current study has contributed to the NHS literature 
base and revealed evidence to suggest that psychologists also experience 
bullying in the workplace. Given the aforementioned changes to the 
psychologist workforce and moreover, the NHS in general (Department of 
Health, 2010), the present study might lend support to Salin's model (Figure 
1; 2003) as an explanation of bullying. Again, all these ideas are 
speculative and the small sample size in this study means the findings do 
not necessarily reflect the national workforce. Further large-scale, and 
preferably longitudinal, research would be necessary in order to clarify the 
extent to which psychologists within the NHS label themselves as bullied.
4.3. Difference between Measurements of Bullying
Another interesting finding concerns the disparity between the objective 
and subjective measurements of bullying. When the objective criterion 
(Leymann, 1996) was applied, the prevalence of bullying in the present 
study rose considerably to 33 per cent. This means one third of the 
responding sample in this study met the objective criterion for bullying but
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did not categorise themselves as bullied. The distinction between the 
subjective and objective prevalence rates is reflective of findings from 
Hughes' (2008) study, and is in line with wider workplace bullying studies 
which combine subjective and objective measurements (Notelaers et al.,
2006; Salin, 2001). Evidently, the gap between these two figures warrants 
further consideration.
Firstly, this disparity might imply that a substantial proportion of 
psychologists did not define workplace bullying in the same way as the 
NAQ-R. As previously outlined, bullying is now defined as a process 
involving a number of persistent actions over time (Einarsen & Skogstad,
1996). Whilst this definition is accepted in the academic world, it is likely 
that public conceptualisations differ. Researchers have identified that 
people find it difficult to identify bullying in the workplace. Saunders et al.
(2007) investigated the extent of overlap between lay definitions of 
workplace bullying and definitional criteria commonly used in academia in 
an international sample (A/=1095). Although there was some overlap,
Saunders found lay definitions did not place as much importance on certain 
criteria (i.e. power and persistency of the behaviours) as academic 
definitions. The present study might lend support to Saunders' findings, as 
there was a relatively poor level of agreement between measurements of 
workplace bullying prevalence. Within the NHS, this problem might be 
worsened by a lack of information. Anti-bullying and harassment policies 
have been developed; however, some lack congruity across trusts.
Furthermore, some NHS policies still do not distinguish between bullying 
and harassment.
Secondly, it is possible that some psychologists might have blamed 
themselves, or felt unable to admit to being bullied. As previously 
mentioned, bullying is under-reported in the NHS (Becares, 2009; Hoosen 
& Callaghan, 2004) and self-blame has been proposed as one explanation 
for this. Drawing from the aforementioned attribution theory, self-blame is 
more likely to perpetuate the problem, and fundamentally contribute to the 
power dynamic between the target and perpetrator. Within the context of 
the NHS, this theory may resonate with psychologists and clinical staff in 
general, particularly given the wealth of power dynamics which are 
embedded within professions such as psychology. Future research could
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employ qualitative techniques or mixed-method techniques to explore the 
attributions of different employees in the NHS with regards to bullying.
4.4. Negative Workplace Acts
Psychologists in this sample reported frequent exposure to work-related 
bullying behaviours. Within this dimension, the most frequent negative 
workplace acts were ‘being exposed to an unmanageable workload’ and 
‘being given tasks with unreasonable or impossible deadlines or targets’.
Many respondents reported experiencing these acts on a weekly and daily 
basis. Using the objective criterion, these respondents were categorised as 
'bullied' based on this information. Whether this constitutes bullying in 
reality, however, is unclear. As a public sector organisation, the NHS is 
always likely to involve stretched resources and multiple demands on 
clinical staff. Thus, a heavy workload in the NHS is not uncommon and 
coincides with the nature of the business. On reflection, these particular 
questions from the NAQ-R assume the respondent perceives the action to 
be negative, which might not be accurate. Psychologists' workload might be 
‘unreasonable’ due to high caseloads and demands associated with their 
clinical work. As such, it is unclear whether they would perceive this 
behaviour as negative or unwanted. Mikkelsen and Einarsen (2001) 
acknowledge that a major limitation of behavioural inventories is that they 
do not account for the target's perception of the negative acts. Moreover, 
they propose overcoming this difficulty by including measures of ‘perceived 
effect' in relation to negative acts which are common to the workforce.
Alternatively, they suggest the removal of such items. Future NHS studies 
using the NAQ-R could consider doing this to certify the validity of the 
objective criterion.
Conversely, we also need to consider the extent to which negative 
workplace acts are normalised within an organisation. In this study, 
exposure to an unmanageable workload was significantly associated with 
depression, stress, propensity to leave and inversely associated with job 
satisfaction. Although the nature of the correlation limits any conclusions 
about cause and effect, these findings suggest that this act was associated 
with psychological distress and adverse views concerning their work. If 
negative workplace acts are normalised, this it might be difficult for 
individuals to raise objections for fear of being ousted. Brodsky (1976)
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highlights that organisational acceptance of bullying means that 
perpetrators are invariably rewarded for negative behaviour. In summary, 
fostering a culture of unreasonable work demands and deadlines does not 
project an image of a healthy workforce. Within helping professions such as 
psychology, this seems particularly contradictory to the nature and vision of 
their clinical work. Public sector employers such as the NHS have a moral 
and ethical duty to ensure that negative practices are not normalised 
(Rhodes etal., 2010).
4.5. Bullying and Demographic Variabies
Based on the general workplace bullying literature, it was predicted that 
gender and ethnicity would vary the prevalence of bullying. However, the 
first hypothesis was not confirmed. This was evidenced by the fact that 
there were no significant differences between males and females with 
regard to subjectively or objectively measured bullying. This finding is 
consistent with some of the previous studies outlined in chapter one, who 
also failed to find a significant difference (Hoosen and Callaghan, 2004;
Steadman et al. 2009; Quine, 2001). Caution needs to be applied in 
interpreting this finding, however, as the present study does not intend to 
suggest that bullying is gender-neutral. Proportional differences were, in 
fact, observed in self-reported bullying prevalence between males (0 per 
cent) and females (12.9 per cent). Indeed, this is a similar proportional 
difference to that found in Quine’s study with a sample of doctors (2003).
Moreover, due to the small number of males in the current study (A/=14), no 
firm conclusions can plausibly be drawn regarding the impact of gender.
Given the lack of clarity attained in quantitative research so far, future 
research might benefit from employing qualitative methodologies in order to 
produce richer data regarding the role of gender in relation to bullying.
Ideally, future studies should aim to try and include more male participants, 
although this might be a challenge in a profession such as psychology 
where the majority of staff are female.
Ethnicity did have an impact on the prevalence of subjective bullying in this 
sample. Interestingly, one third of respondents from BME groups in the 
present study classified themselves as bullied, in comparison to only one 
eighth of white British respondents. This finding supports findings from 
Quine’s study (2003), and can be interpreted in a variety of ways. Firstly, it
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might insinuate that psychologists from ethnic minority backgrounds are at 
a greater risk of being bullied. Given the aforementioned demographic 
skew in the psychologist workforce, it may indeed be possible that 
psychologists from BME groups are at a heightened risk. Equally, it is 
possible that these psychologists were including acts of racial harassment 
in their bullying conceptualisations. Alternatively, it might offer support to 
American literature which contends that individuals from ethnic minorities 
are more likely to recognise bullying, and be pro-active in seeking a 
response for such (Fox & Stallworth, 2004).
Interestingly, when the objective criterion was applied, these figures 
produced contradictory results. This observation suggests that 
psychologists from BME groups in this sample did define bullying using 
criteria outside of the NAQ-R items. Within broader workplace bullying 
literature, there is limited information which might explain this. To date, UK 
research has not explored definitions of bullying according to ethnic status.
Without insight into people’s internal conceptualisations of workplace 
bullying, it may be more difficult for organisations to support staff 
appropriately. Tracey et al. (2006) used metaphoric analysis to explore 
bullied employees’ interpretations of workplace bullying. Perhaps this might 
be an appropriate method for further research which explores how 
psychologists from different ethnic backgrounds make sense of bullying at 
work, and allow greater clarity to cultural differences observed in NHS 
bullying and harassment literature (Becares, 2009).
Post-hoc tests showed older age was associated with a higher prevalence 
of self-reported bullying. When the objective criterion was applied to age, 
there was no evidence to suggest a significant association. Age is an 
important variable in childhood bullying literature (Smith et al., 1999;
Whitney & Smith, 1993), but not to the same extent within adult bullying 
literature. It might be that older psychologists in this sample hold positions 
of greater responsibility and have fewer opportunities to share or reflect 
upon any difficulties relating to professional relationships, leaving them 
more vulnerable to bullying. Alternatively, it might be that psychologists who 
are older are more able to recognise the signs of bullying, and have a 
greater awareness of their workplace rights (Hughes, 2008). It is also 
possible that psychologists in this sample classified acts of age
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discrimination (harassment) as bullying. Again, this raises the question of 
how psychologists define the term workplace bullying.
4.6. Bullying and Occupational Health Outcomes
Based on general workplace bullying literature, it was predicted that 
exposure to negative workplace acts would be associated with 
psychological distress, job satisfaction, propensity to leave and well-being.
The findings showed some evidence to support this hypothesis, evidenced 
by the fact that several variables were significantly associated with the 
NAQ-R data and measures of bullying.
4.6.1. Psychological Distress
Associations were found to be strongest between exposure to negative 
acts, depression and stress. This lends support to findings from previous 
bullying literature, which has evidenced depression as a key associate of 
bullying (Hauge ef a/., 2010; Hughes, 2008; Niedhammer at a/., 2009;
Quine, 1999; Quine, 2001). Previous NHS studies have not included 
measures of stress, and so it is unclear how such a finding fits. Lazarus 
and Folkman (1984) claim that stress occurs when the capacity to cope 
with demands is outweighed by the demands on the individual. This theory 
assists understanding of how psychologists' stress levels might increase in 
the experience of negative acts. In times of increased workload and 
pressure, it is important that psychologists have adequate personal and 
professional resources to reduce the impact of stress. Due to the 
correlational nature of the analysis, however, the direction of this 
relationship is unclear and such reflections are speculative. It is equally 
possible that psychologists who experience higher levels of stress also 
have heightened levels of physiological arousal, which makes them more 
likely to 'overestimate danger', and misinterpret workplace behaviour 
(Hughes, 2008, p215). This might be an alternative explanation for the 
strong association between stress and negative workplace acts.
The current study also found that different types of bullying were related to 
different aspects of psychological distress as measured by the DASS.
Person-related bullying was highly correlated with stress, whereas work- 
related and physically intimidating behaviours were not to the same extent.
This supports the findings of Hoel et al. (2004) who also found different
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types of bullying behaviours were associated with different forms of 
psychological distress.
Further statistical analyses, however, showed bullied psychologists in this 
sample did not experience significantly different symptoms of psychological 
distress to non-bullied psychologists. In fact, the mean levels of anxiety, 
depression and stress were very low in both bullied and non-bullied 
psychologists in this sample. This finding is indeed surprising, and 
contrasts with much of the wider workplace bullying literature outlined in 
chapter one. It is important to bear in mind, however, that the risks of social 
desirability are higher with psychologists with regard to disclosing 
psychological distress (Sherman, 1996). This might have impinged on the 
results.
4.6.2. Work-Related Correlates
People who were categorised as 'bullied' in this study reported significantly 
lower job satisfaction than those categorised as not bullied. These findings 
are in line with previous studies of NHS staff (Quine, 1999; 2003). Thus, the 
findings might suggest that bullying has major ramifications for how 
satisfied psychologists are with their job. Although the correlational analysis 
does not allow insight into the cause and effect of this association, it is most 
likely that this is the most viable explanation as job satisfaction was 
consistently significantly associated with the majority of NAQ-R items and 
both measures of bullying. Indeed, it might be that workplace bullying 
shattered psychologists' beliefs about security and safety at work (Janoff- 
Bulman, 1992), leaving them stuck in a position of professional insecurity.
Interestingly, propensity to leave did not differ significantly in psychologists
who classified as bullied (using subjective and objective measures), and
those who did not. If this finding is representative, it would suggest that
bullied psychologists in this sample did not intend to leave their positions
anymore than non-bullied psychologists. This contrasts with the findings
from previous NHS studies (Quine, 1999; 2001). Arguably, a
straightforward way to escape from bullying is to leave one's job, and the
literature suggests this is what many targets choose to do (Rayner at a/.,
2002). It is unclear what confounding variables might have influenced
bullied psychologists’ intentions to stay in or leave a post. During a
recession, job insecurity might be one factor impinging on psychologists'
_ _
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intention to leave. For psychologists, the intention to leave one's job may 
also be connected to the rewards associated with their clinical work.
Equally, it is possible that the bullying problem was being resolved or 
managed. Future studies could include appropriate confounding variables 
to investigate which work-related factors influence psychologists' decision 
to stay or leave their post, whilst controlling for bullying.
4.7. Resilience as a Moderator
Research has generally paid little attention to the impact of personal coping 
factors within bullying research. Resilience has not been explored in 
previous NHS studies of bullying. Based on previous literature, it was 
hypothesized that resilience would be a moderating factor in the 
relationship between bullying and occupational health outcomes. This 
hypothesis was not upheld as there was insufficient evidence to suggest 
that resilience was a moderating factor, and only one occupational health 
variable was examined (job satisfaction). Studies with larger samples might 
be able to clarify the other relationships more precisely. This study did 
indicate, however, that bullied psychologists in this sample reported lower 
job satisfaction than those who were not bullied, regardless of resilience.
One might speculatively interpret this as evidence of the strong effects of 
workplace bullying, thereby indicating that personal strengths may be 
ineffective as buffers. This finding vindicates a stronger focus on 
organisational moderators of bullying in future research, such as those 
discussed in chapter one.
4.8. Clinical Implications for Research and Practice
4.8.1. For Research
Essentially, the discrepancies between the subjective and objective 
measurements of bullying demonstrate that different methods generate 
highly different prevalence rates (Mikkelsen & Einarsen, 2001). Regardless 
of the reason for the discrepancy, this study provides strong evidence 
against the use of subjective or objective measures in isolation. Subjective 
measurement of bullying based on self-labelling (with a definition) has the 
advantage of high face validity (Nielson et a i, 2010), however it also lends 
itself to under-reporting (Einarsen & Skogstad, 1996; Mikkelsen & Einarsen,
2001). Thus, self-labelling techniques are perceived as a 'conservative' 
method of measurement (Mikkelsen & Einarsen, 2001; p405; Nielson,
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2010). Similarly, the use of an objective criterion on its own is also 
problematic, as it does not account for individual perspective or the 
organisational context. Indeed, Mikkelsen and Einarsen (2001) claim the 
objective measurement method is comparatively 'imprecise' (p406).
Findings from the present study would have been dramatically different, 
had only one of these methods been utilised. This might explain why 
previous NHS studies of bullying have produced such varied results, as the 
majority only employed one method of measurement. Given these points, 
the present study supports the Scandinavian view (Mikkelsen & Einarsen,
2001; Nielson, 2010; Nielson et al., 2010) and subsequently recommends 
that multiple methods of measurement are employed in future bullying 
studies. Researchers would benefit from employing evidence-based 
methods of measurement in order to substantiate any conclusions made 
about this phenomenon.
4.8.2. For Psychologists
If psychologists are experiencing bullying behaviours at the level indicated, 
this has important implications for service users. Low job satisfaction was a 
consistent finding in bullied psychologists in this sample. As previously 
stated, job satisfaction is thought to be directly linked to patient 
dissatisfaction in the NHS (Newman et a!., 2002; Santry, 2009). For 
psychologists, effective clinical care is reliant on positive inter-personal 
interactions and consequently one might anticipate that having low job 
satisfaction would impinge on the quality of therapeutic care delivered. To 
date, the literature has failed to examine how workplace bullying of 
psychologists (or staff in general) impacts service users' experiences of 
mental health systems; however, this is an important avenue for future 
research. Future studies could adopt multi-modal methodologies (Cowie et 
a!., 2002), and investigate the interface between psychologists' job 
satisfaction, client satisfaction, clinical outcomes and prevalence of 
workplace bullying.
Work-related bullying was an issue for psychologists in this study. As part 
of this, unreasonable work demands were identified, which might also 
impact the quality of clinical work which is delivered by psychologists. If 
work-related bullying is related to depression and stress, as suggested in 
the current study, this has implications for the regulation of psychologists'
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workloads. Health Professions Council (HPG; 2009) guidelines assert that 
psychologists are ultimately responsible for managing their own workload 
and resources. This means psychologists need to have the confidence and 
skills to recognise their own limits. Equally, they have the right to feel 
supported in making reasonable decisions around work-related demands.
HPG (2009) and NICE guidelines (2009) emphasize the importance of 
psychologists' (and other NHS staff) well-being at work.
Findings from the present study suggest that psychologists might under­
report bullying at work. The findings also suggest that definitions of bullying 
are variable, and might be confused with other terms (e.g. harassment).
This indicates that there is a need to prise concepts of negative workplace 
behaviour apart, in order to extricate inaccurate interpretations and improve 
preventative measures. As clinical leaders, psychologists could assist this 
process using dynamic and pro-active leadership skills (Department of 
Health, 2007). Psychologists could encourage their team members to adopt 
a shared approach to recognising bullying and other negative workplace 
behaviours. Positive workplace behaviour could also be discussed regularly 
in multi-disciplinary meetings, in order to increase staff awareness of 
workplace behaviour as an important and serious topic. If such issues are 
increasingly considered in team settings, more clarity might be achieved 
regarding these terms and individuals might feel more able to report 
adverse experiences. Equally, this might address some of the professional 
stigma which exists in clinical professions. Psychologists could also 
encourage colleagues to disclose their experiences of witnessing bullying in 
order to assist the zero tolerance vision of the NHS.
4.8.3. For Organisations
As stated in chapter one, workplace bullying has been portrayed as a 
'widespread problem' in the NHS (Hoosen & Gallaghan, 2004, p225). The 
present study supports literature which pinpoints the NHS as an 
organisation at risk, raising awareness that workplace bullying is an 
occupational health issue. In addition, it might suggest that certain 
individuals and professional groups are more at risk of workplace bullying, 
implying a need for greater levels of awareness and prevention.
The findings also have implications for how bullying is conceptualised in the 
NHS, and calls for a common understanding of bullying. Without this,
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confusion will continue to exist surrounding the term 'bullying', which is 
more likely to increase under-reporting. Giga et al. (2008) point out that 
having a common definition is also protective for the organisation. In the 
NHS, anti-bullying policies might be the primary avenue by which 
misconceptions can be tackled. The current study supports national 
guidance (NHS Employers, 2006) and suggests that anti-bullying policies 
need to contain precise definitions of bullying, to demystify it and assist the 
development of a common understanding. Saunders et al. (2007) suggest 
policy-makers include examples of bullying behaviours, paying particular 
attention to subtle behaviours. Policies could also disentangle terms such 
as 'bullying, harassment and abuse'. By differentiating between terms, staff 
might be in a more informed position to fit their own experiences into a 
conceptual framework. Furthermore, policies might benefit from including 
consistent definitions, across all trusts. Having inconsistencies in bullying 
definitions will merely perpetuate confusion and ambiguity amongst staff.
Again, this increases the likelihood of under-reporting.
NHS organisations might also benefit from increasing staff awareness and 
understanding of the zero tolerance campaign, as policies are only 
meaningful if they are transformed into working practice (Rayner et al.,
2002). Clinical guidelines need to be made accessible; otherwise clinical 
staff may rely on 'tacit knowledge' rather than follow the policy guidance 
(Verhoeven et al., 2009, p.114). Indeed, poorly disseminated policies might 
be perceived as tokenistic (Rayner et al., 2002). Altman (2010) advocates 
the use of training and meaningful learning to disseminate bullying 
information, demystify it and assist a common understanding. Altman 
(2010) also recommends that training should acknowledge the pre-existing 
conceptualisations which employees have of bullying. Formal training could 
be made mandatory for staff (Rayner et al., 2002) and incorporated into 
staff inductions and management/leadership training. It could aim to 
disentangle some of the definitional issues highlighted in chapter one, and 
demystify workplace bullying. Facilitators could use role-plays or 
experiential techniques to help staff acknowledge and understand the 
reality of bullying. Psychologists might be suitably positioned to facilitate 
this training in the NHS.
There are also implications for the annual staff surveys, which currently 
measure bullying using a single question without an included definition.
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Beale (in Tehrani, 2001) advocates the use of staff surveys as a monitoring 
tool for bullying, but warns they should be carefully planned. Based on the 
findings of this study, measuring bullying using a single-item question 
referring to multiple concepts (i.e. bullying, harassment and abuse) is not 
likely to produce valid or interpretable results. Considering this, staff 
surveys might benefit from including separate questions in order to 
separately assess the prevalence of each phenomenon. Questions might 
also benefit from including definitions, in order to increase the validity of 
responses. Surveys are also advised to ask staff whether they have 
witnessed any negative workplace behaviour (Tehrani, 2001).
4.9. Critique
4.9.1. Sampling Issues
As expected with a cross-sectional survey design, this study carries a 
number of methodological limitations. One major limitation of the study is 
the small sample size. A sample of eighty-five^^ participants was less than 
originally anticipated which means the study lacked some power, further 
compounded by the fact that non-parametric tests were used. Non- 
parametric tests are well-known for being less powerful than their 
parametric alternatives (Vaughan, 2001). This means the likelihood of 
detecting a true effect is lessened, thereby increasing the risk of type two 
errors. Given that several non-significant associations were present in this 
study, lack of power may have been an issue in data analysis. Thus, 
conclusions drawn from the findings should be read with caution, 
particularly where non-significant results were found (e.g. gender 
differences). Furthermore, it is acknowledged that the non-probability 
sampling frame utilised means the findings are only relevant for those 
participants and organisations that were part of this project. Furthermore, 
they may not be generalisable to other professional groups.
A partial explanation for the small sample size concerns the restricted 
recruitment strategy. Ethics committee guidance advised that psychologists 
were not to be approached without prior consent to be contacted. However, 
this made recruitment more difficult, and eliminated any chance of using a 
probability sampling frame. With hindsight, recruitment might have been 
more fruitful if the research had been advertised on NHS staff intranets.
Total sample number
195
Volume 1 : Research Dossier Major Research Project
Online surveys could also have been offered to make the survey more 
accessible, and offer complete anonymity for participants.
4.9.2. The NAQ-R as a Measure of Bullying
Another limitation of the study concerns the use of the NAQ-R. In contrast 
to the longer 29-item version of the NAQ, the NAQ-R did not gather any 
data relating to the perpetrators of bullying. Furthermore, it did not elicit any 
information about historical experiences of bullying. Although the NAQ-R 
received positive feedback at the pilot stage, several respondents in this 
sample thought it was not sensitive enough to their experiences. This 
critique is further supported by feedback from two respondents in this 
study, both of whom expressed a view that the NAQ-R failed to capture 
historical experiences of being bullied. One respondent wrote the following 
next to the given definition of bullying:
'Asking about the last “6 months” radically alters my replies. When events 
happen they traumatise and the impact lingers well beyond 6 months.
Sometimes that one event can have a major Impact.'
Clearly, this respondent felt that the bullying definition should have 
extended to historical experiences, not restricted to the last six months. She 
also expressed a disagreement with the definition of bullying as ‘a series of 
events’. Similarly, another respondent commented next to the bullying 
definition that she had encountered:
‘Serious bullying In the past, but not In the last six months’
These qualitative additions highlight the limitations of the definition provided 
by Einarsen and Skogstad (1996). It is now commonly accepted that 
bullying is not a one-off event, however this might be an important 
oversight. In fact, excluding one-off experiences of bullying might actually 
contribute to under-reporting as it implies that one-off events do not 
constitute bullying.
Despite these limitations, the NAQ-R was successful as a tool for 
measuring bullying. The NAQ-R did not force respondents into revealing 
unnecessary information concerning their experiences. Given that the 
researcher collected the data and is directly involved in the psychology 
profession, this was an important consideration for the current study. The
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NAQ-R also allowed discrepancies between subjective interpretations and 
objectivity to permeate, and enabled a detailed understanding of the types 
of behaviours which were most frequently experienced. In sum, it avoided 
a number of methodological difficulties which previous studies with NHS 
staff have encountered.
4.9.3. Response Bias
Another common criticism of bullying studies is the likelihood of response 
bias (Fevre at a i, 2010). Critics contend that people are more likely to 
complete a questionnaire about bullying if they have been bullied. Whilst 
this is possible, there are several counter-arguments to this criticism with 
regard to the current study. Firstly, individuals who have suffered severe 
bullying during the previous six month period might still be traumatised.
Thus, one would anticipate that they would avoid reliving their distress 
through a questionnaire which provided limited means of support.
Secondly, a response bias seems unlikely given that a large proportion of 
psychologists who completed the questionnaire packs did not disclose 
experiences of bullying. Moreover, the questionnaire pack in the present 
study included a number of personal and job-related measures, and was 
not promoted as a bullying study. Thus, people who opted to participate 
might have been motivated to participate by other aspects of the research 
aside from negative acts.
4.9.4. Survey Design
Limitations also surround the design of the study. Firstly, the cross- 
sectional nature of the survey meant that psychologists who were bullied 
could not be followed-up, and no information was achieved about changes 
which might have occurred over time. Further studies could consider using 
longitudinal methods to replicate study, which would overcome this 
limitation. Given that bullying is currently understood as an evolving 
process, this might be an appropriate and useful time to adopt such 
methods. Secondly, the retrospective nature of the survey meant the data 
was reliant on participants' memories, which represents another criticism of 
bullying studies involving self-reports (Cowie at a i, 2002). The current 
study did hold this in mind, however, and employed a measure which only 
involved a time-frame of six months. Thus, it is likely that the data were
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more accurately reported in comparison to previous studies, which have 
employed a time-frame of twelve months, or no time-frame at all.
4.10. Conclusion
In conclusion, this study has highlighted workplace bullying as an issue 
within the psychologist workforce, and has shed light on a group which has 
received little attention thus far. A substantial proportion of psychologists in 
this sample reported being a target of bullying in the last six months, 
although this was lower than reported in other professional groups in the 
NHS. Future studies need to acknowledge the limitations associated with 
different measurements of bullying, as the present study confirmed they 
yield very different results. Essentially, the findings support previous 
literature on workplace bullying which highlights it as an occupational health 
issue. Implications for psychologists^^ and organisations were discussed, 
with particular attention drawn to anti-bullying policies and annual staff 
surveys. A common definition is recommended in order to assist 
recognition of bullying and enhance preventative measures. The current 
study needs large-scale replication in order for the findings to be 
generalisable.
Dissemination strategy is enclosed in Appendix K
_
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APPENDICES
The following appendices contain information to support the Major 
Research Project (MRP).
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APPENDIX A
Medline literature search
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APPENDIX B
Psychinfo literature search
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APPENDIX C 
Questionnaire pack
Work well-being survey 
SECTION A -  In this section you will be asked some questions about your professional 
status and personal demographics.
1. Are you male? Q  or female? Q
2. Please tick the age band which applies to you:
20-30 D  31-40 D  41-50 Q  51-60 D  61+D
3. Are you a clinical psychologist? Q  or counselling psychologist? Q
4. What country did you qualify in?
5. What year did you qualify as a psychologist? —
6. Please indicate here if you have got a statement of equivalence?
Yes □  No □
7. What speciality do you work in (please select from one of the following options): 
Primary Care [ ]  CMHt Q  CAMHsQ Learning Disability[ ]  
Rehabilitation [ ]  Drugs and Alcohol [ ]  Older adults Q
Children's Services 0  Neuropsychology 0  Other (please specify)------------
8. ETHNICITY- Please tick the box which you feel applies to you:
White
Mixed
Mian and British Mian 
African and British African 
Other ethnic groups
Please note this survey Is double-sided
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Please read each statement and circle a number 0 ,1 ,2  or 3 which indicates how much the statement applied to 
you om the past week. There are no right or wrong answers. Do not spend too much time on any statement.
The rating scale is as follows:
0 Did not apply to me at all
1 Applied to me to some degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of the time
1 1 found myself getting upset by quite trivial things 0 1 2 3
2 I was aware of dryness of my mouth 0 1 2 3
3 1 couldn't seem to experience any positive feeling at all 0 1 2 3
4 1 experienced breathing difficulty {eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion)
0 1 2 3
5 1 just couldn't seem to get going 0 1 2 3
6 1 tended to over-react to situations Q 1 2 3
7 1 had 3 feeling of shakiness (eg, legs going to give way) 0 1 2 3
8 1 found it difficult to relax 0 1 2 3
9 1 found myself in situations that made me so anxious 1 was most 
relieved when they ended
0 3 2 3
10 1 felt that 1 had nothing to look forward to 0 3 2 3
11 1 found myself getting upset rather easily 0 1 2 3
12 I felt that 1 was using a lot of nervous energy 0 1 2 3
13 Ifelt sad and depressed 0 1 2 3
14 I found myself getting Impatient when I was delayed in any way 
(eg, lifts, traffic lights, being kept waiting)
0 1 2 3
15 1 had a feeling of faintness 0 1 2 3
16 1 felt that 1 had lost Interest in just about everything 0 1 2 3
17 1 felt 1 wasn't worth much as a person 0 1 2 3
18 Ifelt that 1 was rather touchy 0 1 2 3
19 1 perspired noticeably (eg, hands sweaty) in the absence of high 
temperatures or physical exertion
0 1 2 3
20 1 felt scared without any good reason 0 1 2 3
21 1 felt that life wasn't worthwhile 0 1 2 3
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Reminder of rating scale:
0 Did not apply to me at all
1 Applied to me to some degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of the time
22 1 found it hard to wind down 0 1 2 3
23 1 had difficulty in swallowing 0 1 2 3
24 1 couldn't seem to get any enjoyment out of the things 1 did 0 1 2 3
25 1 was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat)
0 1 2 3
26 1 felt down-hearted and blue 0 1 2 3
27 1 found that 1 was very Irritable 0 1 2 3
28 1 felt 1 was close to panic 0 1 2 3
29 1 found it hard to calm down after something upset me 0 1 2 3
30 1 feared that 1 would be "thrown" by some trivial but 
unfamiliar task
0 1 2 3
31 1 was unable to become enthusiastic about anything 0 1 2 3 .
32 1 found it difficult to tolerate interruptions to what 1 was doing 0 1 2 3
33 1 was in a state of nervous tension 0 1 2 3
34 1 felt 1 was pretty worthless 0 1 2 3
35 1 was intolerant of anything that kept me from getting on with 
what 1 was doing
0 1 2 3
36 I felt terrified 0 1 2 3
37 1 could see nothing in the future to be hopeful about 0 1 2 3
38 Ifelt that life was meaningless 0 1 2 3
39 1 found myself getting agitated 0 1 2 3
40 1 was worried about situations in which 1 might panic and make 
a fool of myself
0 1 2 3
41 1 experienced trembling (eg, in the hands) 0 1 2 3
42 1 found it difficult to work up the initiative to do things 0 1 2 3
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Below are some statements about feelings and thoughts.
Please circle the box that best describes your experience of each over the last 2 weeks
STATEMENTS
None of 
the time
Rarely
Some of 
the time
Often
All of the 
time
I've been feeling optimistic about the future 1 2 3 4 5
I've been feeling useful 1 2 3 4 5
I've been feeling relaxed 1 2 3 4 5
I've been feeling interested in other people 1 2 3 4 5
I've had energy to spare 1 2 3 4 5
I've been dealing with problems well 1 2 3 4 5
I've been thinking clearly 1 2 3 4 5
I've been feeling good about myself 1 2 3 4 5
I've been feeling close to other people 1 2 3 4 5
I've been feeling confident 1 2  ^ ■ : 3 < 4 5
I've been able to make up my own mind 
about things
1 2 3 4 5
I've been feeling loved 1 2 3 4 5
I've been interested in new things 1 2 3 4 5
I've been feeling cheerful 1 2 3 4 ; ; ' s '  ^
Warwick-Edinburgh Mental Well-Being Scale (WEMWBS)
©  NHS Health Scotland, University of Warwick and University of Edinburgh, 2006, all rights reserved.
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Please read the following statements. To the right of each you will find seven numbers, 
ranging from "1" (Strongly Disagree) on the left to "7" (Strongly Agree) on the right. Circle 
the number which best Indicates your feelings about that statement. For example, if you 
strongly disagree with a statement, circle "1". If you are neutral, circle ”4”, and if you
Strongly Strongly 
Disagree Agree
1. When 1 make plans, 1 follow through with them. 1 2 3 4 5 6 7
2. 1 usually manage one way or another. 1 2 3 4 5 6 7
3. 1 am able to depend on myself more than anyone else. 1 2 3 4 5 6 7
4. Keeping interested in things is important to  me. 1 2 3 4 5 6 7
5. 1 can be on my own if 1 have to. 1 2 3 4 5 6 7
6. 1 feel proud that 1 have accomplished things in life. 1 2 3 4 5 6 7
7. 1 usually take things in stride. 1 2 3 4 5 6 7
8. 1 am friends with myself. 1 2 3 4 5 6 7
9. 1 feel that 1 can handle many things at a time. 1 2 3 4 5 6 7
10.1 am determined. 1 2 3 4 5 6 7
11.1 seldom wonder what the point of it all is. 1 2 3 4 5 6 7
12.1 take things one day at a time. 1 2 3 4 5 6 7
13.1 can get through difficult times because I've experienced 
difficulty before.
1 2 3 4 5 6 7
14.1 have self-discipline. 1 2 3 4 5 6 7
15.1 keep interested in things. 1 2 3 4 5 6 7
16.1 can usually find something to laugh about. 1 2 3 4 5 6 7
17. My belief in myself gets me through hard times. 1 2 3 4 5 6 7
18. In an emergency, I'm someone people can generally rely on. 1 2 3 4 5 6 7
19.1 can usually look at a situation in a number of ways. 1 2 3 4 5 6 7
20. Sometimes 1 make myself do things whether 1 want to  or not. 1 2 3 4 5 6 7
21. M y life has meaning. 1 2 3 4 5 6 7
22.1 do not dwell on things that 1 can't do anything about. 1 2 3 4 5 6 7
23. When I'm in a difficult situation, 1 can usually find my way 
out of it.
1 2 3 4 5 6 7
24.1 have enough energy to  do what I have to do. 1 2 3 4 5 6 7
25. It's okay if there are people who don't like me. 1 2 3 4 5 6 7
26.1 am resilient. 1 2 3 4 5 6 7
an international trademark of Gail M. Wagnild & Heather M. Young.
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SECTION C-The following behaviours are often seen as examples of negative behaviour In 
the workplace. Over the last six months, how often have you been subjected to the 
following negative acts at work? 
Please circle the number that best corresponds with your experience over the last six 
months:
1 2 3 4 5
Never Now and Monthly Weekly Daily
then
1) Someone withholding Information which affects your 1 2 3 4 5
2) Being humiliated or ridiculed In connection with your work 1 2 3 4 5
3) Being ordered to do work below your level of competence 1 2 3 4 5
4) Having key areas of responsibility removed or replaced with more 
trivial or unpleasant tasks
1 2 3 4 5
5) Spreading o f gossip and rumours about you 1 2 3 4 5
6) Being ignored, excluded or being 'sent to Coventry' 1 2 3 4 5
7) Having insulting or offensive remarks made about your person (i.e. 
habits and background), your attitudes or your private life
1 2 3 4 5
8) Being shouted at or being the target of spontaneous anger (or 
rage)
1 2 3 4 5
9) Intimidating behaviour such as finger-pointing, invasion of 1 2 3 4 5
nprsonal soace. shoving, blocking/barring the way ...............  ............
10) Hints or signals from others that you should quit your job 1 2 3 4 5
11) Repeated reminder s o f your errors or mistakes 1 2 3 4 5
12) Being ignored or facing a hostile reaction when you approach 1 2 3 4 5
13) Persistent criticism of your work and effort 1 2 3 4 5
14) Having your opinions and views ignored 1 2 3 4 5
15) Practical jokes carried out by people you don't get on with 1 2 3 4 5
16) Being given tasks with unreasonable or impossible targets or 1 2 3 4 5
deadlines ............. ......... .  --------
17) Having allegations made against you 1 2 3 4 5
18) Excessive monitoring of your work 1 2 3 4 5
19) Pressure not to claim something which by right you are entitled to 1 2 3 4 5
(p.p. sick leave, holidav entitlement, travel expenses)
20) Being the subject of excessive teasing and sarcasm 1 2 3 4 5
21) Being exposed to an unmanageable workload 1 2 3 4 5
22) Threats of violence or physical abuse or actual abuse 1 2 3 4 5
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23. Have you been bullied at work? We define bullying as a situation where one or several 
individuals persistently over a period of time perceive themselves to be on the receiving end 
of negative actions from one or several persons, in a situation where the target of bullying 
has difficulty in defending him or herself against these actions. We will not refer to a one-off 
incident as bullying.
Using the above definition, please state whether you have been bullied at work over 
the last six months?
No 0
Yes, but only rarely 0
Yes, now and then □
Yes several times per week 0
Yes, almost daily □
NAQ- Negative Acts Questionnaire 
© Einarsen, Raknes, Matthiesen og Hellesoy, 1994; Hoel, 1999
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SECTION D -These questions will ask you how satisfied you are with various aspects of 
your job. 
Please read throu^ the statement sand then circle the number to Indicate your degree of 
agreement.
Strongly
Disagree
Disagree Don't
know
Agree Strongly
agree
1 receive recognition for a job well 
done
1 2 3 4 5
1 feel close to the people at work 1 2 3 4 5
1 feel good about working at this 
company (trust)
1 2 3 4 5
1 believe management is concerned 
about me
1 2 3 4 5
On the whole, 1 believe work is good 
for my physical health
1 2 3 4 5
My salary is good 1 2 3 4 5
All my talents and skills are used at 
work
1 2 3 4 5
1 get along with my supervisor 1 2 3 4 5
1 feel good about my Job 1 2 3 4 5
I feel secure about my job 1 2 3 4 5
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Finally, the last measure relates to  how you feel about your current Job. Please use the  
following number responses to  answer the next four questions:
1 2 
Terrible Very good
How would you rate your chances of?.... {please indicate a number using scale above)
1. Quitting in the next three months -----------------------------------------------
2. Quitting in the next six months -----------------------------------------------
3. Quitting sometime in the next year -----------------------------------------------
4. Quitting sometime in the next tw o years ----------------------------------------------
This is the end of the survey. Thank you very much for your tim e and efforts.
PLEASE RETURN THE SURVEY, ALONG W ITH THE SIGNED CONSENT FORM IN THE 
FREEPOST ENVELOPE PROVIDED.
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APPENDIX D
Structure of the Resilience Scale (RS; Wagnild, 2009)
SELF-RELIANCE 2.1 usually manage one way or another
9.1 feel that 1 can handle many things at a time
13.1 can get through difficult times because I've 
experienced difficuity before
18. In an emergency, I'm someone people can generally 
rely on
23. When I'm in a difficult situation, 1 can usually find my 
way out of it
MEANING 4. Keeping interested in things is important to me
6.1 feel proud that 1 have accomplished things in my life
11.1 seldom wonder what the point of it ail is
15.1 keep interested in things
21. fJty life has meaning
EQUANIMITY 7.1 usually take things in my stride
12.1 take things one day at a time
16.1 can usually find something to laugh about
22.1 usually do not dwell on things that 1 can't do 
anything about
PERSEVERENCE 1. When 1 make plans, 1 follow through with them
10. lam determined
14. Self-discipline is important
20. Sometimes 1 make myself do things whether 1 want 
to or not
24.1 have enough energy to do what 1 have to do
ESXISTENTIAL
ALONENESS
3.1 am able to depend on myself more than anyone else
5.1 can be on my own if 1 have to
8.1 am friends with myself
17. My belief in myseif gets me through hard times
25. It's okay if there are people who don't like me
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APPENDIX E
Participant information sheet
participant nuTTibcr. 1001 * | f)\j[|\/f-p^lTV C3P
1 > SURREY
fatuity of
Arts and Human Sciences
Psychology 
AD Building
OuiWfoid, Surrey CU% 7XH UK 
T; «44 (0!1t83 300800 .
Pofticlpont Information Sheet ^
iwww.tiirrey.ac.ult
You ore being invited to take port in o research study os part of my ciinicoi 
psychology training which leads to PsychD Clinical Psychology. Before you 
decide whether to take part, it is important for you to understand why the 
research is being done and what it will involve. This information sheet aims to 
help you understand this. Please take the time to read the following 
information, and feel free to ask the researcher any questions you may have 
about the study before you decide whether or not to take part.
What Is the aim of the study?
This study will investigate factors influencing your well-being at work, and 
some occupational health outcomes. There has been little research 
examining how Clinical and Counselling Psychologists are treated at work, 
and it is an area which is receiving increasing attention in other professional 
domains. Gaining o greater understanding of how Psychologists experience 
their profession is a topic of its own right, but this study may also be useful for 
informing organisational structure so psychologists are better supported at 
work.
Do I have to take part?
No, it’s up to you to decide. After reading this Information'sheet, you can 
decide whether or not to take part. If you do want to take part you will need 
to complete and sign the enclosed consent form to say you have agreed to 
take part. You ore free to withdraw at any time, without giving a reason. Your 
participation will not affect your employment in any way.
What will I have to do?
In this study you are be asked to complete 'the work well-being survey*. This 
involves you completing a number of different questionnaires. There are no 
right or wrong answers and it will take approximately 30 minutes to complete 
the survey. If you do decide to take port, please try and be as honest os you 
can in answering the questions.
Will there be any financial costs Involved?
No, all postage costs are covered.
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Participant number: POOl
Will my responses be kept confidential?
Yes, we will follow ethical and legal practice and all the information about 
you will be handled in confidence. Only the researcher will have access to 
the information collected during the study. The data will be kept until the end 
of the study, and then will be stored in a secure place until it is destroyed. All 
the information you supply is strictly confidential and your anonymity will be 
protected. Your unique participant identification number is referenced at the 
top left-hand corner of this sheet.
Will there be any risks or discomfort?
There are no anticipated risks or discomforts Involved in taking part in this 
study. The University of Surrey ethics committee and Surrey NHS ethics 
committee hove carried out ethical reviews.
Who do I speak to if probiems arise?
You can contact the researcher to discuss any matters relating to this project 
at the following
Lisa Neffgen
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Trust
Clinical Psychology Department
University of Surrey
Guildford
GU2 7XH 
Email: L.Neffaen@surrev.ac.uk
Tel: 07985614836 (weekdays 9-5pm
Independent advice can be sought from
Dr Sue Thorpe
Senior Research Tutor
Clinical Psychology Department
University of Surrey
Guildford
GU2 7XH
Email: S.Thorpe@surrev.ac.uk 
Tel: 01483 682916
If you wish to complain about any aspect of the study you can do this 
through the University of Surrey complaints procedure. Details can be 
obtained from the University.
What will happen to the results of the study?
As the study is being done as an educational project, it will be written up and 
made available in the University of Surrey library in 2011. You are welcome to 
visit the library and see there. In addition to this, the findings may be written
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Participant number: POOl 
What do 1 do next?
can keep this information sheet for yourself.
Thonkyouforfokingfhefimeforeodfhfsinfonrnofionsheef.
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APPENDIX F
Covering letter
UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
Psychology 
AO Building
Guildford, Surrey GU2 ?XH UK
T; «44 (0)1483 300800 
F:+44 (0)1493 W9SS8
Dear Colleague,
I am writing to you because you are a psychologist currently working in the NHS. I am interested in 
understanding clinical and counselling psychologist's views and experiences of negative acts in the 
workplace. The clinical lead in your trust or a member of HR has already approached you to ask if 
you would like to be sent this information.
1 believe this is an interesting and worthwhile topic which has not yet been researched in 
psychologists. I would value your contribution in developing an understanding of the prevalence of 
negative acts in the workplace for psychologists, and how this affects different occupational health 
outcomes such as job satisfaction and psychological well-being. I hope that the results from this 
study will contribute to a better understanding of the workplace issues affecting psychologists, and 
possibly contribute to a cultural change in how the NHS manage negative acts at work.
I have enclosed an information sheet about my research study and a questionnaire pack. I 
appreciate your time in reading the information sheet and hope that you will participate in the study 
by completing and returning the questionnaire. You will see from the information in the pack that 
the study has been approved by the local Ethics and Research and Development committees.
Thank you for your time.
Lisa Neffgen
Trainee Clinical Psychologist
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APPENDIX G
Consent form
Study Number: 1
Participant Identification Number: P
UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
Psychology 
AD Building
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 300800 
f :  «44 (0)1483 689553
vAVW.surrey.ac.uk
CONSENT FORM
Title of Project: Work well-being survey
Name of Researcher: Lisa Neffgen
Please tick the relevant boxes and return In the prepaid envelope
1.1 confirm that 1 have read and understand the information sheet dated (version 2) 
for the above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily
2.1 understand that my participation is voluntary and that I am free to withdraw at 
any time without giving any reason, without my legal rights being affected
□
□
3.1 agree to take part in the above study and for my data to be used for the purpose i— i
of this project
Participant number Date Signature
Researcher Date Signature
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APPENDIX H
Letters of approval from ethics committees
10 March 2009
Dear Miss Neffgen 
Full title of study:
REG reference number:
An unchartered territory? negative workplace acts, 
occupational health outcomes and psychological well­
being in Clinical and Counselling Psychologists. 
09/H1109/21
The Research Ethics Committee reviewed the above application at the meeting held on 03 
March 2009. Thank you for attending to discuss the study.
Documents reviewed
The documents reviewed at the meeting were:
Document \Version Date
Minutes of Referee Meeting | 03 Novemlaer 2008
Participant Consent Form |1 01 February 2009
Participant Information Sheet |l 01 February 2009
Letter of invitation to participant |1 01 February 2009
Questionnaire | 01 December 2008
Compensation Arrangements 01 February 2009
Protocol 1 01 November 2008
Investigator CV | 01 February 2009
Application |2.0 06 February 2009
Provisional opinion
The Committee would be content to give a favourable ethical opinion of the research, 
subject to receiving a complete response to the request for further information set out 
below.
The Committee delegated authority to confirm its final opinion on the application to the 
Chair.
An advisory committee to South East Coast Strategic Health Authority
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09/H1109/21 Page 2
Further information or clarification required
1. Revise the Questionnaire with the following :
a) Exclude questions relating to the place of work, unless the Trust need to knoWyX
b) Change the age groups to show decade rather than specific a g e ^
c) Ethnicity needs to be split into main groups not sub-groups. ^
d) Reassurance that participants have given their consent to be contacted under the Data 
Protection laws.
e) The incentive is not relevant as it would identify the participant and should be excluded. 
Question A46 on the Application Form will need to reflect this, y
When submitting your response to the Committee, please send revised documentation 
where appropriate underlining or otherwise highlighting the changes you have made and 
giving revised version numbers and dates.
The Committee will confirm the final ethical opinion within a maximum of 60 days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to 
the above points. A response should be submitted by no later ttian 08 July 2009.
Ethical review of research sites
The Committee has designated this site as exempt from site-specific assessment (SSA). 
There is no need to complete the Site-Specific Information Form or to inform other 
Research Ethics Committees about the research. However, all researchers and local 
research collaborators who intend to participate in this study at NHS sites should seek 
approval from the R&D office for the relevant care organisation and seek research 
governance approval.
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees {July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
{ 09/H1109/21 Please quote this number on all correspondence
Yours sincerely
Enclosures: List of names and professions of members who were present at the
meeting
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Dear Miss Neffgen
Full title o f study: An unchartered territory? negative w orkp lace acts,
occupational health outcom es and psychological w ell­
being in C lin ical and C ounselling Psychologists.
REC reference num ber: 09 /H 1109/21
Thank you for your letter of 23 March 2009, responding to the Committee’s request for 
further information on the above research.
The further information has been considered on behalf of the Committee by the Chairman. 
C onfirm ation o f ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
revised documents, subject to the conditions specified below.
Ethical review  o f research sites
The Committee has designated this study as exempt from site-specific assessment(SSA). 
The favourable opinion for the study applies to all sites involved in the research. There is 
no requirement for other Local Research Ethics Committees to be informed or SSA to be 
carried out at each site.
C onditions o f the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
Management permission at NHS sites ("R&D approval") should be obtained from Surrey 
and Borders Partnership NHS Trust in accordance with NHS research governance 
arrangements. Guidance on applying for NHS permission is available in the Integrated 
Research Application System or at http://www.rdforum.nhs.uk.
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Approved documents
The final list of documents reviewed and approved by the Committee is as follows;
D6cümehtM:=:ssMB:gÿ^ Version Date
Minutes of Referee Meeting 03 November 2008
Participant Consent Form 1 01 February 2009
Participant Information Sheet 1 01 February 2009
Letter of Invitation to participant 1 01 February 2009
Questionnaire 01 December 2008
Compensation Arrangements 01 February 2009
Protocol 01 November 2008
Investigator CV 01 February 2009
Application 2.0 06 February 2009
Response to Request for Further Information 23 March 2009
Participant Consent Form 2 01 March 2009
Participant Information Sheet 2 01 March 2009
Questionnaire 2 01 March 2009
Application pages 10 & 12 2.0 12 February 2009
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operatinq 
Procedures for Research Ethics Committees in the UK-
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
• Notifying substantial amendments
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referenceqroup@nres.nDsa.nhs.uk.
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i 09/H1109/21_________ ____________ Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
Enclosures: “After ethical review -  guidance for researchers
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Dr Adrian Coyle
Chair; Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Lisa Neffgen
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
2"" June 2009
Dear Lisa
Reference: 341-PSY-09 (NHS Approved)
Title of Project: An unchartered territory? Negative workplace acts, occupational health 
outcomes and psychological well-being in Clinical and Counselling Psychologists.
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle
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UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chain Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Lisa Neffgen
Trainee Clinical Psychologist 
Department of 
University of Surrey
Faculty o f
Arts and Human Sdences
Faculty Office
AD Building
Guildford, Surrey GU2 7XH UK
T: +44 <0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
20 November 2009
Dear Lisa
Reference: 341-PSY-09
Title of Project: An unchartered territory? Negative workplace acts, occupational health 
outcomes and psychological well-being in Clinical and Counselling Psychologists
Thank you for your submission of amendment to the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
if there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyie
&
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APPENDIX I
Table of bullying frequencies
Objective criteria for bullying
Subjective
bullying
No Yes Total
N % N % N %
No 51 60.7% 24 28.6% 75 89.3%
Yes 6% 4.7% 9 10.7%
Total 56 66.7% 28 33.3% 84 100%
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APPENDIX J
Frequencies of the NAQ-R items
Dimension
Bullying Frequency 
{ Total W=84)
Item Monthly 
N %
Weekiy/Daily
N %
Wbrk-
related
1. Witholding information 
3. Ordered to do work below
3 3.5 2 2.4
bullying competence 6 7.1 7 8.2
14. Having opinions igriored 
16. Given tasks with
5 5.9 8 8.4
unreasonable deadlines 
18. Excessive monitoring of
5 6 11 13.1
woik
19. Pressure not to claim
5 5.9 5 5.9
something (e.g. sick leave) 
21. Being exposed to an
1 1.2 1 1.2
Person-
unmanageable workload 
2. Being humiliated in
12 14.3 22 26.2
related
bullying
connection with your work 
4. Having areas of
2 2.4 1 1.2
responsibility removed 
5. Spreading of gossip
1 1.2 4 4.7
/rumours 2 2.4 0 0
6. Being ignored or excluded
7. Having insulting or
1 1.2 2 2.4
offensive remarks made 
10. Hints from others that you
2 2.4 1 1.2
should quit your job 
11. Repeated reminders of
3 3.5 0 0
your errors or mistakes 
12. Being ignored or facing a
3 3.5 0 0
hostile reaction 
13, Persistent criticism of your
3 3.5 0 0
errors 1 1.2 2 2.4
15. Practical jokes
17. Having allegations made
0 0 0 0
against you 
20. Being the subject of
1 1.2 1 1.2
excessive teasing 0 0 0 0
Physical
intimidation
8. Being shouted at
9. Intimidating behaviours
5 5.9 1 1.2
such as finger-pointing 
22. Threats of violence or
4 4.7 0 0
physical/actual abuse 2 2.4 1 1;2
Note. A/=Number of participants.
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APPENDIX K 
Dissemination strategy
In order to ensure the findings would be accessible to wider audiences, the 
findings were made accessible through four avenues.
I. Presentation of findings at the seventh International Workplace 
Bullying Conference May 2010.
II. Publication of the research via a willing international journal.
III. Comprehensive report of findings provided to each NHS trust 
who participated, to be disseminated to all psychologists.
IV. Presentations (poster or spoken) offered to all NHS trusts who 
participated.
The results may also be shared with authors of the measures used in 
the present study, in line with any agreements concerning the use of 
measures. Anonymity will be protected in any document/report/data 
which is shared for the purposes of this research.
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